SIMMER  1989 


^  ^X; 


'    /. 


fggressio 


The  Human 
Battleground  ft 


Find  OUT  HOW  TO 

GET  A  MILUON-DOLLAR 
MANAGER  FOR  YOUR 
$100,000  PORTFOUO. 


Select  Managers  is  Shearson  Lehman  Hutton's  exclusive  program 

that  can  put  one  of  17  of  the  country's  leading  independent 

money  managers  to  work  for  you. 

These  Select  Managers  ordinarily  manage  only  portfolios  in  excess 

of  $1  million.  But  now  your  Select  Managers'  account  of  $100,000 

or  more  can  be  matched  to  a  manager  whose  investment  philosophy  is  most 

appropriate  to  your  financial  objectives  and  risk  tolerance. 

To  find  out  how  a  million-dollar  portfolio  manager  can  work  for  you, 

call  Shearson  Lehman  Hutton  at 
1-617-739-8704.  Or  return  the  coupon. 


Shem^on 

LEHMAN 
HUTTON 

An  American  Express  company 


AMERKANl 
legBESS 


Minds 
Over  Money' 


CALL:  1-617-739-8704 

Or  write:  Martin  B.  Stocklan  Sr.  V.P. 
(Harvard  MBA  1966) 
Chestnut  Hill  Plaza 
Chestnut  HOI,  MA  02167 


NAME  (please  print) 


ADDRESS 


CITY 


STATE 


ZIP 


For  Shearson  Lehman  Hutton 
Select  Managers 

D  Please  send  me  more  information  on  Shearson 
Lehman  Hutton  Select  Managers. 

D  Please  check  if  you  are  a  Shearson  Lehman  Hutton  client. 

BRANCH  LOCATION 

NAME  OF  FINANCL\L  CONSULTANT 


BUSINESS  PHONE  HOME  PHOWE 

Shearson  Lehman  Hutton  Inc.  ■  Foster  &  Marshall  Inc.  •  The  Robinson  Humphrey  Company,  Inc. 


Member  SIPC  ©1988  Shearson  Lehman  Hutton  Inc. 


DEPARTMENTS 


HARVARD  MEDICAL 

ALUMNI  BULLETIN  /  SUMMER  1989  /  VOL.  63  NO.  1 


Cp  ATliprC  14  Dangerousness:  The  Ubiquitous  Virus  of  Criminality  by  Harry  L  Kozol 

19  Aggression:  Neural  Controls  Out  of  Control  by  David  Bear 

23  Triumph  Over  Torture:  Against  All  Odds  by  Albert  Crum 

31  Negligence:  A  Short  Story  by  George  S.  Bascom 

38  Two  Black  Alumni:  Overcoming  Racial  Barriers  by  Preston  R.  Black 

43  Changes:  Physicians  Reflect  on  Their  Careers  by  Nancy  L  Bennett 

46  Intimate  Strangers:  Learning  to  Doctor  in  Rural  Alabama  by  Ariane  Staitb 

50  Ophthalmologists:  Setting  New  Sights  by  John  D.  Bullock 


3  Letters 

4  Pulse:  USSR/HMS  exchange,  cold  virus  receptor  identified,  second-year 
show,  match  results,  new  teacher-clinician  inick 

9       Campaign  Report:  Financial  Aid 

10        Book  Marks:  Care  and  Punishment:  the  Dilcnunas  of  Prison  Medicine  by 
Curtis  Pi\nit  and  Robert  N.  Ross;  review  hy  John  D.  Stoeckle. 

12  Commentary:  Lesson  FVtMii  AIDS  /)r  Ferdinand  James  Gay 

55  Alumni  Notes 

61  In  Memorlam:  Robert  1-.  Gross  and  Clement  A.  Snnth 

64  Death  Notices 


Cover:  liaiile  of  lUe  Greeks  and  Amazons,  detail  from  a  Jml  century  AD.  Roman 
sareophuiius  Intiimeni.  .'\rduir  M.  .Stickler  .\hi\euiti.  Harvard  [''niwrsily.  betfiivsi  of 
Charles  W.  Could. 


INSIDE  H.IVI.A.B. 


This  issue  started  out  as  a  miscellany,  then  something 
happened.  Very  much  like  iron  filings  in  a  magnetic 
field,  ideas  polarized.  At  the  poles  were  violence 
and  aggression  to  which  so  much  of  present-day 
media  hardens  us  with  a  sense  of  immediacy  we  did  not 
"enjoy"  in  the  past.  A  book  review  sets  the  siagQ—Care 
and  Punishment— the  dilemma  of  medical  care  in  prisons 
as  seen  by  Curtis  Prout  '41,  who  became  personally  involved 
in  seeking  the  solution,  still  unsolved. 

Harry  Kozol  '34,  leads  off  the  features  with  the  criteria 
he  and  his  wife  have  used  to  identify  "dangerousness"  in 
men  and  nations.  David  Bear  '71,  describes  the  neurology 
of  aggression  in  anatomic  terms;  then  follows  Albert  Crum 
'57,  with  a  fascinating  interpretation  of  the  ordeal  of  the 
Dalai  Lama's  personal  physician,  Tenzin  Choedrak,  who 
emerged  "triumphant"  after  21  years  in  a  Chinese  prison. 

But  between  the  poles  of  aggression  and  violence,  there 
is  a  lighter  side.  A  short  story  by  George  Bascom  '52, 
makes  us  feel  that  Manhattan,  Kansas  may  be  the  medical 
Lake  Woebegone  of  America;  Preston  Black  '75,  writes  of 
William  Hinton  '12,  and  Louis  Wright  '15,  both  champions 
of  their  cause;  Nancy  Bennett,  a  director  of  Continuing 
Education,  identifies  the  three  stages  of  being  a  doctor; 
Ariane  Staub  '90,  reminds  us  of  student  involvement  with 
the  care  of  the  poor;  and  John  Bullock  '68,  speaks  of 
ophthalmologists  afield. 

We  close  with  tributes  to  two  Harvard  Medical  School 
and  Children's  Hospital  greats:  Bob  Gross  '31  and  Clement 
Smith. 

And,  oh  yes,  our  managing  editor,  Ellen  Barlow,  has 
brought  forth  a  once  and  future  reader  of  the  Bulletin  into 
this  naughty  world.  A  baby  boy! 

—Gordon  Scannell 
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LETTERS 


An  Appreciation 

A  note  just  to  tell  you  of  my  continued 
delight  with  the  Bulletin.  The  only  pity 
is  that  it  is  not  a  nationally  sold  maga- 
zine. The  winter  edition  would  profit 
all  physicians  because  it  sustains  a  mid- 
dle ground  neither  too  technical  nor 
too  gossipy.  I  see,  and  oddly  enough 
read,  medical  literature,  but  little  of  it 
gains  me  as  much  pleasure,  even  though 
1  did  not  graduate  from  HMS. 

—Irvine  H.  Page,  MD 


Sharpening  a  Point 

We  agree  wholeheartedly  with  Direc- 
tor of  Admissions  Gerald  Fosters  com- 
ments in  the  Winter  1989  Pulse  section 
regarding  the  need  for  more  loans  and 
scholarships  for  incoming  HMS  stu- 
dents, and  we  would  like  to  emphasize 
a  specific  example  of  this  need.  As  Dr. 
Foster  notes,  the  quality  of  HMS  stu- 
dents has  not  suffered  in  the  face  of 
declining  applications,  but  we  submit 
that  at  least  one  specific  group  will  be 
very  seriously  and  immediately  threat- 
ened by  a  paucity  of  funding. 

Although  the  world-renowned  reputa- 
tion oi  the  faculty,  hospitals,  and  labo- 
ratories at  HMS  certainly  cannot  be 
disputed,  when  we  ponder  what  most 
impresses  us  about  HMS.  we  think  of 
our  fellow  students.  The  diverse  stu- 
dent body  has  always  been  the  strength 
and  soul  of  HMS  and  has  produced  not 
only  master  clinicians,  writers  and  poets, 
but,  predictably,  also  great  scientists. 
HMS  and  the  Division  of  Medical  Sci- 
ences can  count  amongst  its  graduates 
11  Nobel  laureates. 

However,  the  curretit  lack  of  loans  and 
scholarships  threatens  graduates  in  aca- 
demic metiiciiK"  on  at  least  two  levels. 
First,  given  the  increasing  ct>m|ilcxitics 
of  modern  biomedical  research,  longer 
training  times  will  be  needed  to  pro- 
duce tomorrow's  physician-scientists. 
Furthermore,  even  with  generous  finan- 
cial aid  currently  a\ailahle,  tcKia\  s  typ- 


ical HMS  student  will  graduate  with  an 
average  debt  of  S70,000.  This  stagger- 
ing amount  will  preclude  most  gradu- 
ates from  pursuing  careers  in  academic 
research  given  the  expected  low  finan- 
cial returns. 

In  addition,  the  HMS-  and  National 
Institutes  of  Health-funded  Medical  Sci- 
entist Training  Program  (MSTP  or  M.D.- 
Ph.D.  program),  launched  15  years  ago 
to  assist  in  the  training  and  funding  of 
promising  future  researchers,  is  also 
threatened  by  funding  shortages.  Since 
its  inception,  the  program  has  followed 
an  exceptional  course  charted  first  by 
Dr.  James  Adelstein,  followed  by  Dr. 
Edgar  Haber  and  currently  by  Dr. 
Bernardo  Nadal-Ginard.  Recently,  the 
program  received  a  near-perfect  rating 
of  1.1  from  the  NIH  Site  Visit  Commit- 
tee. It  has  produced  graduates  like 
Anthony  Monaco,  who  played  a  key 
role  in  unravelling  the  mysteries  of 
Duchenne  muscular  dystrophy  at  the 
genetic  level. 

Due  to  recent  cutbacks  in  research 
budgets,  however,  the  MSTP  will  lose  a 
significant  portion  of  its  funtling.  and 
will  be  able  to  support  fewer  candi- 
dates. Last  year,  25  candidates  were 
judged  extremely  qualified  for  accep- 
tance to  the  HMS  program,  antl  oi  these, 
onlv  (■>  were  offered  atlmission  ami  sup- 
port. This  fact,  ci>inbinetl  with  dwin- 
dling numbers  of  non-MSTP  medical 
students  entering  academic  medicine, 
brings  HMS's  ability  to  produce  tomor- 
ri)w"s  leailing  in\esiigators  serioush  into 
question. 

We  agree  with  Dr.  I'osier's  assess- 
ment of  the  neetl  for  more  scholarship 
funds  and  wcnild  further  suggest  that 
tho.se  who  are  able  to  eonsiiler  desig- 
nating a  portion  of  assistance  specific- 
all\  in  su(iporl  of  Harvard's  M.D.-Ph.l). 
Program.  This  pnigram  is  critical  to 
ensure  llie  recruitmcni  and  irainin;,:  of 
physician-scientists  lor  the  lliinl  C'en- 
tury  of  Harvard  Medicine. 

—  Y'un\i-Kanf>  Chow,  Pcahody  II  'U 
J.  Kcilh  Jouni;.  Pcahojy  II  ''>l 


The  Good  Old  Days 

Perhaps  we  were  not  all  iron  men.  Per- 
haps those  of  us  who  trained  in  the 
thirties  and  forties  spent  a  great  deal  of 
time  in  the  hospital,  but  the  hours  were 
not  necessarily  devastating. 

Having  graduated  in  1937.  1  spent 
two  and  a  half  years  at  Boston  Chil- 
dren's and  then  went  on  to  the  Buffalo 
Children's  for  another  two  years.  Since 
marriage  was  a  rarity  then,  we  lived 
clo.se  to  our  work,  spending  no  time 
commuting.  Even  our  dining  room, 
(with  full  service  and  linen  on  the  table) 
was  no  distance  from  the  wards. 

We  did  have  nights  on  call;  every 
other  one  and  every  other  full  week- 
end, but  proximity  made  even  bad  hours 
endurable.  Teaching,  like  our  own  avail- 
ability, was  omnipresent.  We  probably 
put  in  more  working  hours  per  week 
than  now  but.  since  we  were  not  being 
trained  in  defensive  medicine,  our  ( hos- 
pital laundered)  jackets  and  pants  neeckxl 
only  starch,  not  iron. 

It  would  be  better  to  extol  our  train- 
ing as  tinged  with  gold  than  one  of  the 
baser  metals.  We  feel  lucky  for  our 
own  fate  and  can  only  express  pity  for 
thtise  who  are  training  ttxlay. 

Thank  you  for  the  gcxxl  material 
which  makes  the  Bulk-tin  such  worth- 
while reading. 

-Henn  //   Work  37 
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Soviet  medical  students  toured  Boston  bv  bus. 


Roots  of  Friendship  Between 
USSR  and  HMS  Students 

Harvard  Medical  School  students  hosted 
25  Soviet  medical  students  from  the 
Second  Moscow  Pirogov  Medical  School 
for  one  week  in  February.  This  first 
step  in  the  USSR-HMS  exchange  took 
place  in  the  spirit  of  friendship— to 
strengthen  "the  common  goals  of  world 
health,"  said  Stephanie  Seinara  '91  in 
her  welcome  speech. 

The  Soviet  students  were  accompa- 
nied by  Vice-Rector  Germadyi  Ivanovich 
Storozhakov  and  Oksana  Andreevna 
Kislyak,  cardiologists  at  the  Second 
Moscow  Pirogov  Medical  School.  "Our 
hearts  are  open,"  said  Storozhakov.  "I 
think  it  is  of  great  value  for  young  peo- 
ple to  communicate  with  each  other. 
They  are  our  future.  I  hope  our  work 
will  be  a  small  step  towards  the  eradi- 
cation of  the  cold  war,  so  we  may  live 
in  a  better  world." 

With  little  time  to  spare,  the  Soviet 


visitors  sat  in  on  HMS  classes,  toured 
the  Freedom  Trail  and  Boston  s  shelters 
for  the  homeless,  attended  health  forums 
on  AIDS,  medical  education,  health 
policy  and  other  issues,  and  accompa- 
nied students  and  physicians  on  their 
rounds.  Other  highlights  included  a  talk 
by  Bernard  Lown,  co-founder  of  Inter- 
national Physicians  for  the  Prevention 
of  Nuclear  War  (IPPNW),  on  the  role 
of  the  medical  community  in  the  pre- 
vention of  nuclear  war,  and  an  address 
by  Julius  Richmond,  HMS  professor 
emeritus  and  former  U.S.  Surgeon 
General. 

Despite  a  full  schedule,  the  Soviet 
students  still  found  time  to  befriend 
HMS  students,  who,  in  turn,  planned 
to  visit  them  in  Moscow  in  April.  On 
the  final  night  of  their  stay,  the  Soviet 
visitors  presented  HMS  with  a  small 
birch  tree  brought  from  the  USSR,  as  a 
symbol  of  growing  friendship  and  coop- 
eration between  the  countries.  The  tree 
will  have  its  permanent  home  in  the 
Vanderbilt  Hall  courtyard.  D 


Receptor  Identifled  for 
Common  Cold  Virus 

Medicine  may  not  yet  have  a  remedy 
for  the  common  cold  that  competes 
with  chicken  soup,  but  it  is  now  one 
step  closer.  Researchers  at  HMS  and 
Boehringer  Ingelheim  Pharmaceuticals 
have  identified  the  major  cell-surface 
receptor  for  rhinoviruses  on  the  nasal 
epithelium. 

"Knowing  the  location  of  the  major 
receptor  gives  us  a  place  to  look  for  a 
cure  for  the  common  cold,"  said  Timo- 
thy Springer,  HMS  associate  professor 
of  pathology,  and  one  of  the  team's 
researchers.  In  the  same  March  10  issue 
of  Cell  in  which  the  HMS/Boehringer 
team  reported  their  findings,  investiga- 
tors from  Connecticut  independently 
reported  similar  results. 

The  fact  that  there  are  about  100 
immunologically  distinct  subtypes  of 
rhinoviruses  has  thwarted  efforts  to  find 
one  vaccine  against  all.  But  Springer's 
team  found  that  90  percent  of  the  sub- 
types use  the  Intercellular  Adhesion 
Molecule-1  (ICAM-1)  receptor  to  infect 
the  host  cell.  It  may  be  possible,  they 
believe,  to  find  one  treatment  to  stop 
all  rhinoviral  infection  at  this  point  of 
entry. 

The  initial  infection  causes  inflam- 
mation and— as  is  already  known  — 
causes  the  number  of  receptors  in 
neighboring  cells  to  increase.  More  cells 
are  then  vulnerable  to  infection  and  the 
virus  ensures  its  own  spread. 

Springer  and  his  co-authors  specu- 
late that  a  soluble  ICAM-1  may  be  used 
as  a  decoy  to  bind  to  the  rhinoviruses. 
If  all  of  the  virus's  attachment  sites 
were  used  up,  the  virus  would  be  unable 
to  bind  to  or  infect  its  usual  target 
cells.  Some  day,  perhaps,  the  common 
cold  may  be  less  common.  D 


Second- Year  Class  Fakes 
a  Better  Show 

The  spoofing  hands  of  second-year 
scriptwriters  continue  to  take  jabs  at 
the  New  Pathway.  This  year's  second- 
year  show,  "Can  We  Fake  a  Better  Doc- 
tor?", was  also  a  take-off  on  NOVA's 
documentary  on  medical  training  at 
Harvard,  "Can  We  Make  a  Better 
Doctor." 

In  an  orientation  video,  entering 
HMS  students  learned  that  New  Path- 
way fever  was  catching  on  everywhere: 
There  was  N.P.  Cola,  Dan  Goodenough 
dolls,  and  even  a  McDonald's  Big  MFC 
(i.e.,  the  abbreviation  for  the  new  med- 
ical education  center).  "Fact  junkies" 
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were  shown  flcninderinu:  (hey  now  had 
to  share  instead  oi  nienu)ri/.e. 

On  •Churchill  Chat,"  HMS  facully 
had  to  confront  Churchill  Ladys  accu- 
sations that  they  were  forcing  cutting 
edge  education  ilown  students"  throats. 
And  students  from  three  medical  schools 
played  "Li^ngwood  Jeiipardy  for  pres- 
tigious resiliencies  in  (he  I.ongvvood 
metlical  area.  The  woman  from  HMS 
won:  the  Johns  Hopkins  student  had 
more  points,  but  as  the  emcee  suit!, 
"That's  irrelevant  because  \hc  went  to 
Harvard." 

In  a  commercial  interlude,  the  audi- 
ence was  t)fferetl  a  le\l  calleil  Wluii 
Yhiir  Doctor  Never  Lcarnai  in  Mi'iliciil 
School.  If  they  ordereil  now.  they  would 
also  get  free  What  Your  Doctor  Never 
Learned  at  Harvard  Mcilical  School,  a 
ten-volume  set  about  four  feet  high. 

During  another  game  show,  patients 
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From  lop:  "Doc  in  Hoc  ':  moniini;  rtuimls 
wiihJiiiliih  rolknuin  I  Mark  lilitzcr  ''>h:aiul 
commcivial  inlcrhuh : 


sought  help  from  malpractice  lawyers 
to  get  their  "Doc  in  Hoc."  There  was  a 
zappy  pharmacokinesthetics  rap  song. 
The  actual  NOVA  crew  came  on  the 
stage  for  a  scene.  And  the  finale.  "Phy- 
sician!," sung  to  the  tune  of  Fiddler  on 
the  Roofs  "Tradition."  D 


The  Envelope,  Please! 

An  unprecedented  75  percent  of  1.17 
students  matched  with  their  first  choice 
in  the  1989  National  Resident  Matching 
Program:  89  percent  received  one  of 
their  top  three  choices  of  residencies. 

Internal  medicine  was  the  choice  of 
^9  students,  marking  a  reverse  in  the 
14-year  decline  in  this  specialty,  accord- 
ing to  Curtis  Prout  '41.  assistant  dean 
for  student  iiffairs.  Thirty-three  students 
chose  medicine  last  year  The  number 
of  students  selecting  pediatrics  this  year 
is  14.  down  from  last  year's  22.  But 
pediatrics  still  holds  steady  in  second 
place  in  popularity,  while  surgery  re- 
mains third.  Eleven  students  chose  sur- 
gery this  year,  in  contrast  to  last  year's 
19  students. 

Interest  in  both  medical  and  surgi- 
cal subspecialties  has  risen  at  HMS  and 
nationally  Many  students,  therefore,  are 
starling  with  one-year  residencies  in 
either  preliminary  surgery  or  medicine, 
which  are  prerequisites  for  subspecialty 
training. 

Graduates  and  their  intended  spe- 
cialties are: 

ANAESTHESIA 

Chen.  Kdward 

Massachusclis  (ioncral  Huspiial 

Forman.  .Stuart 
Massachusetts  General  Hospital 
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Massaetnisclls  (ieneral  Hospital 

DERMAIOLOC;^ 

Kicnenstock,  Vricik- 

.Ncvs  ^l>^k  1  lospii.il 

Krell,  .lames 

Ikih  Israel  Hospital 

1  in(l<;reii.  \nn 

Urieh.ini  \  Womcus  llospit.il,  M  \ 

IMKR(.KN(A  MKDK  INE 

.lag<;ers.  kim 

llenr\  I  ord  llospil.il.  Mi 

I AMIIV  PRUTKE 

UaclK-ider.  (iloria 

I  ni\ei-sity  of  New  Mexico  .Seho»i|  of 

Medicine 

Swifl.  Martha 
Highland  Huspiial.  N^ 


SUKIMFR  l^>«y     ."^ 


Wadle,  Dawn  Marie 

University  of  California/ San  Francisco 

MEDICINE 

Aguiar,  Eric 

Hospital  of  the  University  of  Pennsylvania 

Baer,  Margaret 

Massachusetts  General  Hospital 

Bishai,  William 

Brigham  &  Women's  Hospital,  MA 

Bloomfield,  Daniel 

Presbyterian  Hospital,  NY 

Carmichael,  Elizabeth 

Wilford  Hall  USAF  Medical  Center,  TX 

Chertow,  Glenn 

Brigham  &  Women's  Hospital,  MA 

Chodosh,  Lewis 

Massachusetts  General  Hospital 

Christakis,  Nicholas 

Hospital  of  the  University  of  Pennsylvania 

Chueh,  Henry 

Massachusetts  General  Hospital 

Concus,  Adriane 

Massachusetts  General  Hospital 

Drachman,  Jonathan 

University  of  Washington  Affiliated,  W\ 

Emond,  Stephen 

Massachusetts  General  Hospital 

Ganz,  Leonard 

Brigham  &  Women's  Hospital,  MA 

Giugliano,  Robert 

Cedars-Sinai  Medical  Center,  CA 

Goldszmidt,  Jeannete 

Graduate  Hospital,  PA 

Hirsch,  Denise 

Mt.  Auburn  Hospital,  MA 

Ingalls,  Robin 

University  Hospital,  MA 

Isselbacher,  Eric 

Massachusetts  General  Hospital 


Kales,  Stephen 

Cambridge  Hospital,  MA 

Klickstein,  Lloyd 

Brigham  &  Women's  Hospital,  MA 

Konrad-Rastegar,  Joan 

Mt.  Auburn  Hospital,  MA 
(preliminary  medicine) 

Kujovich,  Jody 

Hospital  of  the  University  of  Pennsylvania 

Lapuerta,  Pablo 

North  Carolina  Memorial/Chapel  Hill 

Levy,  Joanne 

Brigham  &  Women's  Hospital,  MA 

Liccini,  R.  Paul 

Massachusetts  General  Hospital 

Marshall,  Frederick 

Baystate  Medical  Center,  MA 

Massaro,  Anthony 

Brigham  &  Women's  Hospital,  MA 

Meigs,  James 

Massachusetts  General  Hospital 

Miller,  Mari 

Boston  City  Hospital 

Pak,  Peter 

Massachusetts  General  Hospital 

Raska,  Karel 

Massachusetts  General  Hospital 

Retondo,  Margaret 

Boston  City  Hospital 

Rodriguez,  Robert 

UCLA  Medical  Center 

Roubideaux,  Yvette 

Brigham  &  Women's  Hospital,  MA 

Sheffield,  John 

University  of  Washington  Affiliated.  WA 

Silver,  Marc 

Brigham  &  Women's  Hospital,  MA 

Smith,  Christopher 

University  of  Washington  Affiliated,  WA 


Stein,  Amy 

University  of  Washington  Affiliated,  WA 

Terhune,  Margaret 

University  of  Michigan/Ann  Arbor 

Villagomez,  Silvia 

University  of  California/San  Francisco 

White,  Linda 

Hospital  of  the  University  of  Pennsylvania 

Wurtman,  David 

Mt.  Auburn  Hospital,  MA 

NEUROLOGY 

Agostini,  Mark 

Massachusetts  General  Hospital 

Kang,  Jamie 

Columbia  University,  NY 

Marshall,  Frederick 

Baystate  Medical  Center,  MA 

Nachmanoff,  Dara 

Brigham  &  Women's  Hospital,  MA 

NEUROSURGERY 

Gleason,  P.  Langham 

Brown  University.  RI 

Harley,  Robert 

Graduate  Hospital,  PA 

Sathi,  Sumeer 

Brigham  &  Women's  Hospital,  MA 

Starr,  Philip 

Brigham  &  Women's  Hospital,  MA 

OB/GYN 

Dunson,  Shelley 

Emory  University  School  of  Medicine,  GA 

Janicek,  Michael 

Johns  Hopkins  Hospital,  MD 

Yao,  Yvonne 

University  Health  Center,  PA 

York,  Carey 

Brigham  &  Women's  Hospital,  MA 

OPHTHALMOLOGY 

Connolly,  Susan 

Johns  Hopkins/Wilmer  Institute,  MD 

Ferrone,  Philip 

Duke  University,  NC 
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Godley,  Bernard 

University  of  Iowa 

Mai,  Christopher 

White  Memorial  Hospital.  CA 

Margolis,  Thomas 

Jefferson  University /Wills  Eye  Hospital.  PA 

IMattern,  Ruth 

University  of  Rochester,  NY 

ORTHOPEDICS 

Alpert,  Scott 

Hospital  for  Joint  Diseases.  NY 

Aronow,  Michael 

University  of  Massachusetts  Coordinated 
Programs.  MA 

Corsetti,  John 

Hospital  of  the  University  of  Pennsylvania 

Grottkau,  Brian 

Harvard  Combined  Program,  MA 

Lincoln,  Todd 

University  of  California/San  Diego 

O'Donnell,  Richard 

Harvard  Combined  Program,  MA 

Thornburg,  Lacy 

University  of  Iowa  Hospitals 

Young,  Hayward 

Mt.  Sinai  Hospital.  NY 

OTOLARYNGOLOGY 

Chang,  Ching-Ven  (Joe) 

University  of  California/San  Francisco 

PATHOLOGY 

Renshaw,  Andrew 

Brigham  &  Women's  Hospital,  MA 

Stein,  Lincoln 

Brigham  &  Women's  Hospital,  MA 

PEDIATRICS 

Epstein,  Michael 

Children's  Hospital.  MA 

Goldstein,  Richard 

Children's  Hospital,  MA 

Helfand.  Rita 

Children's  Hospital.  MA 

Heymann,  S.  Jody 

Children's  Hospital,  MA 

Jayasuriya,  Anula 

ChiUlrcn's  Hospital.  M/\ 

Kinnane,  Janet 

Children's  Hospital.  MA 

Lozano,  Paula 

University  of  Washington  Affiliated.  WA 

Mandl,  Kenneth 

Children's  H(>s|iii;il,  MA 

Meyerson,  Sandra 
Massachusetts  C3eneral  Hospital 

vSelden.  Richard 

Massaehiisclis  (icncral  Hospital 

Smith.  N'ictoria 

Chiklrcn's  Hospital,  CA 


Spain,  Jacqueline 

Children's  Hospital.  MA 

Upshaw,  Guy 

Children's  Hospital,  CA 

Wilson,  Kim 

Children's  Hospital,  MA 

PHYSICAL  REHABILITATION 

Brown,  Theodore 

University  of  Washington  Affiliated,  WA 

Yien,  Karin 

University  of  California  Irvine 

PSYCHIATRY 

Carter,  William 

McLean  Hospital.  MA 

Ellen,  Stephen 

Cambridge  Hospital.  MA 

Goodman,  Daniel 

New  York  Hospital 

Iwamoto,  Satori 

Cambridge  Hospital,  MA 

Kreger,  David 

Framingham  Union  Hospital,  MA 

Quintero,  Enid-Noemi 

Walter  Reed  Army  Medical  Center.  DC 

Wallis,  Christopher 

University  of  California/San  Francisco 

Wang,  Philip 

Beth  Israel  Hospital,  MA 

Young,  Alexander 

UCLA  Neuropsychiatric  Institute 

RADIATION  ONCOLOGY 

Shafman,  Timothy 

Joint  Center  for  Radiation  Therapy,  MA 

Short.  Letitia 

Joint  Center  for  Radiation  Therapy,  MA 


Yates,  Barbara 

UniversiiN  of  California/San  Franci.sco 

RADIOLOGY 

Caravella,  Bettyann 

New  York  Hospital 

Chai,  Jessie 

Duke  University  Medical  Center.  NC 

Cohn,  M.  James 

University  of  Calift)rnia/ Irvine 

Farria,  Dione 

UCLA  Medical  Center 

Fischbein,  Nancy 

University  of  California/San  Francisco 

Goldszmidt,  Jeannete 

Thomas  Jefferson  University,  PA 

Lentz,  Daniel 

Stanford  University  Hospital,  CA 

Mok,  Pamela 

Brigham  &  Women's  Hospital.  MA 

Neitlich,  Jeffrey 

Yale-New  Haven  Hospital,  CT 

Perlmutter,  Michael 

Beth  Israel  Hospital.  MA 

Sorenson,  A.  Gregory 

Massachusetts  General  Hospital 

Stewart,  Heather 

University  of  Massachusetts  Hospital 

Zambuto,  Domenic 

Massachusetts  General  Hospital 

SURGERY 

Akiog.  Lishan 

Brigham  6t  Women's  Hospital,  MA 

Austin,  Richard 

Uni\ersity  of  California  San  Francisco 

Armfield,  Richard 

Letterman  Arnn  Medical  Center.  CA 


Summer  b).H^ 


Birkmeyer,  John 

Dartmouth/Hitchcock  Medical  Center,  NH 

Connolly,  Andrew 

University  of  California/San  Francisco 

Gorlick,  Neal 

Massaciiusetts  General  Hospital 

Johnson,  Christopher 

University  of  California/San  Francisco 
(preliminary  surgery) 

Londo,  David 

University  of  California/San  Diego 

Mattel,  Peter 

Johns  Hopkins  Hospital,  MD 


Paige,  Keith 

Massachusetts  General  Hospital 

Rodgers,  William  (Blake) 

Massachusetts  General  Hospital 

Seidel,  Steven 

University  of  Michigan/Ann  Arbor 

Thistlethwaite,  Patricia 

Massachusetts  General  Hospital 

Thompson,  Rupert 

Long  Island  Jewish  Hospital,  NY 


TRANSITIONAL 

Rodriguez,  Richard 

University  of  Hawaii  Integrated  Programs 

UROLOGY 

Barnes,  Nathaniel 

Duke  University  Medical  Center,  NC 

Rubenstein,  Sidney 

Brigham  &  Women's  Hospital,  MA  D 


New  Track  for  Academic 
Advancement  Recognizes 
Teaching 

The  first  appointment  is  expected  to 
be  made  this  spring  to  the  new  teacher- 
clinician  track  for  academic  advance- 
ment at  HMS.  Recommended  by  the 
Committee  of  Professors  in  June  1988, 
the  new  track  is  designed  to  recognize 
full-time  faculty  for  excellence  in  teach- 
ing, which  has  been  less  emphasized  in 
the  past  than  research,  and  to  encour- 
age national  leadership  in  teaching  and 
medical  education. 

There  are  now  four  ladders  for  fac- 
ulty appointments  at  HMS:  the  labora- 
tory investigator,  clinical  investigator 
and  teacher-clinician  tracks  for  full-time 
faculty;  and  a  track  for  part-time  cli- 
nicians. 

The  teacher-clinician  track  is  in- 
tended to  be  a  "rigorous  ladder  for  pro- 
fessional advancement  with  criteria  and 
standards  equivalent  to  those  in  the 
laboratory  and  clinical  investigator 
tracks,"  according  to  the  approved  pro- 
posal. The  idea  for  the  new  track  was 
first  suggested  in  1987  t5y  Eugene 
Braunwald,  chief  of  medicine  at  Beth 
Israel  and  Brigham  and  Women's  hos- 


pitals, and  John  Potts,  chief  of  medi- 
cine at  Massachusetts  General  Hospital. 
They  pointed  out  in  a  letter  to  the  dean 
that  a  gap  existed  in  the  system  of 
appointments  and  titles.  Outstanding 
full-time  clinical  teachers  who  did  not 
have  the  time  or  opportunity  to  carry 
out  laboratory  research,  but  who  were 
making  significant  original  contribu- 
tions, were  not  being  recognized.  Many 
distinguished  faculty  remained  at  an 
instructor  or  assistant  professor  level 
for  decades. 

A  committee  was  appointed  to  de- 
velop a  proposal,  which  was  subse- 
quently approved  by  the  Conference  of 
Department  Heads,  the  Faculty  Coun- 
cil and,  in  June  1988,  the  Committee  of 
Professors.  "The  perception  of  the  need 
for  this  track  was  so  widespread  that 
the  proposal  ran  into  a  minimum  of 
difficulty,"  says  Eleanor  G.  Shore  '55, 
associate  dean  for  faculty  affairs. 

Promotion  in  the  teacher-clinician 
track  will  be  based  on  demonstrated 
excellence  in  teaching,  with  progres- 
sive emphasis  on  the  development  of 
new  curricula,  teaching  methods,  mate- 
rials and  evaluation.  There  is  also  an 
expectation  of  continued  publication  of 
analytic  clinical  studies,  comprehensive 
clinical  reviews,  and/or  textbooks  or 
chapters.  Advancement  up  the  ranks  to 
full  professor  requires  a  widening  sphere 
of  irifluence  and  recognition  from  local 
reputation  to  national  distinction,  says 
Shore. 

Candidates  will  document  their 
teaching  contributions  with  a  "teaching 
portfolio,"  to  include: 

•  an  annual  self-report  on  teaching 
efforts 

•  ratings  of  teaching  effectiveness 
and  comments  by  students  and  house- 
staff 

•  academic  vita,  including  teaching 
scholarship 

•  evidence  of  teaching  leadership  in 
and  beyond  the  department  (i.e.,  school- 
wide,  regional  and  nationwide) 

•  educationally  relevant  publica- 
tions, including  analytic  clinical  reviews, 
comprehensive  reviews,  articles  or  text- 
books; teaching  materials  developed 
(e.g.,  course  syllabi,  video-tapes,  com- 
puter software  or  teaching  cases) 

•  results  of  departmental  peer  review 
of  teaching. 

A  Teacher-Clinician  Committee  on 
Education,  chaired  by  Frederick  Lovejoy 
Jr.,  initially  evaluates  submitted  portfo- 
lios and  advises  department  heads  on 
documentation  needed.  Consideration 
for  appointments  then  proceeds  through 
the  usual  faculty  appointment  commit- 
tees at  the  medical  school  and  the  gov- 
erning boards  of  the  university  D 
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CAMPAIGN  REPORT 


Financial  Aid 


by  Keith  Joung  '91  and 
Saiya  Reminler  '92 


"/  didn't  have  a  nickel  when  I  started, 

but  I  didn't  owe  a  penny  when  I  finished." 

—George  Kurland  '45 

"I  find  myself  committed  to  a  course  of 
at  least  six  more  years  of  training  and 
10  to  25  years  of  loan  payments." 

—Lewis  Milrod  '85 


Changes.  Much  has  been  written  and 
said  recently  about  the  new  directions 
that  Harvard  Medical  School,  ever  the 
leader  in  medical  training,  has  taken:  a 


Campaign  for  the  Third 
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The  Campaign  goal  is  $18.^  million. 


new  building,  a  new  curriculum,  and, 
most  importantly,  an  entirely  new  ap- 
proach to  learning.  But  as  the  quota- 
tions above  clearly  illustrate,  other 
changes  are  also  occurring  at  HMS  — 
changes  that  are  equally  significant  and, 
unfortunately,  most  disturbing  in  their 
implications. 

While  all  generations  of  HMS  stu- 
dents have  had  to  face  the  high  cost  of 
financing  their  medical  education, 
today's  HMS  students  encounter  some 
unique  challenges.  Not  only  do  they 
face  higher  costs  and  larger  debts,  but 
the  qualitative  nature  of  the  aid  they 
receive  has  changed  from  years  past. 
Two  case  examples  (whose  names  have 
been  changed  by  request)  best  illu.s- 
trate  the  financial  picture  of  today's 
medical  students— a  reality  that  causes 
finances  to  be  the  primary  determinant 
in  their  educational  and  career  decisions. 

Max  comes  from  a  family  with  lim- 
ited financial  resources.  Because  of  his 
large  need.  Max  qualifies  for  extensive 
financial  aid.  consisting  of  .SI7,8()()  in 
loans,  S6,65()  in  .scholai-ship,  and  income 
from  work.  Of  his  loan  money.  S2, ()()() 
was  in  the  form  o{  a  Supplemental  Loan 
to  Students  (SLS),  with  (he  rest  in  low- 
interest  Harvard  and  federal  gtnernmcnt 
loans.  SLS  loans  arc  market  rate  loans 
which  accrue  interest  while  the  stutleiil 
is  in  school.  Repayment  of  these  loans 
begins  ?>()  days  after  graduation. 

Having  already  lx>rrovved  .'>2(),()()() 
in  loans  for  his  undergraduate  educa- 
tion. Max  was  worrieti  about  an  exces- 
sively high  future  ilebt.  Therefore, 
instead  of  taking  out  a  market  rate  SLS. 
he  has  chosen  to  work  15  to  20  hours  a 
week,  i  don't  mind  the  work,"  claims 
Max,  "but  I  sense  that  I'm  not  getting 
as  much  out  of  my  academics  as  I  could, 
aiul  sometimes  I  feel  isolated  from  mv 
classmates  because  I  can't  participate 
in  a  lot  of  acti\itics." 

Another  HMS  student  facing  a  sim- 
ilar financial  burden  is  Robin.  Robin  is 
a  minoritv  stutlent  wln>  comes  from  a 
family  of  six  children.  Both  of  her  par- 
ents are  o\er  bO  vears  o\<\.  Robin  iirail- 


uated  from  college  in  1988  and  entered 
HMS  with  a  S 10, 000  educational  loan 
debt.  Her  parents  have  a  combined 
income  of  less  than  .S  17.000  a  year— 
her  father  is  retired  with  benefits  and 
her  mother  runs  a  day  care  center  out 
of  their  home. 

Robin's  financial  aid  package  con- 
sists of  S 14, 400  in  low-interest  loans, 
S8,400  in  Harvard  scholarship.  S2.000 
in  outside  scholarship  and  a  summer 
employment  contribution.  Understand- 
ably, Robin's  financial  aid  package  re- 
quires no  parental  contribution.  How- 
ever, Robin  keeps  her  debts  a  secret. 
She  knows  her  parents  would  like  to 
help  her  even  though  they  cannot. 

Aside  from  her  finances,  Robin  is 
concerned  about  her  future  as  a  physi- 
cian. She  is  interested  in  research,  but 
also  feels  strongly  about  returning  to 
an  underserved  community  to  work. 
"There  is  a  lack  of  understanding  in  my 
community  of  the  financial  burden,  the 
educational  demands  and  years  of  train- 
ing required  to  become  a  physician." 
says  Robin.  "People  expect  that  1  will 
return  after  becoming  a  physician  and 
be  able  to  give  them  free  medical  care, 
and  make  contributions  to  churches  an*.! 
charities." 

Though  this  seems  to  be  an  unreal- 
istic expeclatitMi  given  the  changes  in 
the  cost  of  a  mctlical  et.lucation,  it  none- 
theless exists.  "1  am  not  sure  Harvard 
realizes  the  situation  in  which  the\  put 
students  wishing  to  work  in  umlerscrve*.! 
areas."  says  Robin.  "I  recognize  a  re- 
sponsibililv  in  terms  of  paying  for  my 
education,  but  I  think  Harvard  lakes 
this  to  an  exireme  in  terms  oi  how 
much  they  expect  me  to  contribuie." 

As  it  stands,  Robin  will  ha\e  SI,(HK) 
per  month  in  k^an  payments  in  her  thial 
vear  of  residenc\.  wlien  it  is  pmiectcd 
that  she  will  Iv  netling  aKnil  SI..MH)  a 
month  I  |Mv>jectioii  for  internal  medi- 
cine). 

One  might  as-sume  thai  Robin's  arxl 
Max's  eases,  while  interesting  fv^r  illu.s- 
traiive  purposes,  are  not  terribly  reprc- 
■sentatiw  oi  tixlav's  a\eiai;e  H\IS  siu- 


Si;M\reR  I^W    ^ 


dents;  such  an  assumption  would  be 
incorrect.  The  HMS  financial  aid  office 
projects  that  financially  needy  mem- 
bers of  the  class  of  1992  will  graduate 
with  typical  debts  of  $60,000  to  $70,000. 

This  rising  debt  is  compounded  by 
two  additional  factors.  Costs  will  con- 
tinue to  rise:  the  total  budgeted  cost 
for  second-year  students  in  the  class  of 
1992  is  $31,400.  Second,  despite  the 
heroic  efforts  of  the  financial  aid  office, 
stable  resources  but  increasing  needs 
mean  that  the  qualitative  nature  of  the 
loans  will  change  as  loan  packages  rely 
increasingly  on  higher,  market  rate 
(instead  of  low-interest)  loans. 

Increases  in  the  number  of  HMS 
graduates  carrying  high- principal,  high- 
interest  loans  will  almost  certainly  prove 
harmful  to  HMS  itself  and  the  goals  it 
seeks  to  achieve. 

The  high  potential  costs  of  attend- 
ing HMS  will  serve  as  a  deterrent  to 
incoming  students.  Discouraging  can- 
didates of  more  underprivileged  back- 
grounds from  accepting  offers  of  ad- 
mission will  threaten  the  diversity,  and 
thereby  the  quality,  of  future  HMS 
classes.  Furthermore,  HMS  should  not 
allow  potential  students  to  be  "bought" 
by  other  schools  offering  full  or  nearly- 
full  scholarships.  The  ability  to  assem- 
ble a  diverse  and  high  quality  class  of 
medical  students  is  a  Harvard  hallmark 
that  should  not  be  lost. 

Robins  case  illustrates  the  harsh 
financial  realities  that  HMS  graduates 
will  continue  to  face.  With  a  projected 
$1,000  per  month  debt  repayment,  be- 
ginning within  a  year-and-a-half  follow- 
ing graduation  and  continuing  for  10 
years,  it  does  not  seem  surprising  that 
many  students  will  choose  specialties 
that  will  maximize  their  incomes.  Fewer 
graduates  are  choosing  to  work  in 
underprivileged,  underserved  areas  or 
in  specialties  with  lower  financial  com- 
pensation (e.g.,  internal  medicine,  aca- 
demic medicine).  Although  the  cause 
of  such  changes  is  multi-factorial,  high 
debt  seems  to  be  the  major  factor. 

Currently,  there  are  few  solutions 
to  these  problems.  Many  students  have 
sacrificed  their  personal  goals  in  medi- 
cine because  their  areas  of  interest  just 
were  not  lucrative  enough.  For  others, 
the  solution  has  been  "moonlighting" 
during  residency  training  to  meet  their 
monthly  loan  payments.  But  there  are 
better  solutions. 

For  those  who  are  able  to  support 
Harvard's  progress,  we  encourage  them 
to  consider  endowing  a  scholarship  or  a 
low-interest  loan  fund.  Earmarking 
donation  money  specifically  for  finan- 
cial aid  will  help  the  financial  aid  office 
continue  to  minimize  students  future 


debt  burden  in  the  face  of  shrinking 
federal  government  sources  and  a  finite 
amount  of  Harvard  loan  resources. 

We  also  propose  the  development 
of  loan-forgiveness  programs  for  stu- 
dents, like  Robin,  who  will  commit  to 
serving  one  year  or  more  in  underserved 
areas  or  under-represented  fields.  How- 
ever, these  programs  also  require  fund- 
ing. Similar  programs  already  exist  at 
Harvard's  Law  School  and  Kennedy 
School  and  have  been  invaluable  to  stu- 
dents wishing  to  enter  less  lucrative 
specialties. 


Perhaps  Dr.  Kurland's  ideal  of  "not 
owing  a  penny"  can  no  longer  be  realis- 
tically achieved.  However,  if  we  are  to 
avoid  the  consequences  of  the  high  costs 
of  a  HMS  education,  then  we  need  to 
make  important  choices  about  where 
to  allocate  resources.  D 


Saiya  Remmler  '92  is  on  the  Financial 
Aid  Committee  and  Keith  Joung  '91  is 
an  MD/PhD  candidate  who  is  also  con- 
cerned about  financial  aid. 
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Prison  Medicine 


CARE  AND  PUNISHMENT:    THE 
DILEMMAS  OF  PRISON  MEDICINE. 
by  Curtis  Prout  and  Robert  N.  Ross. 
Universitv  of  Pittsburgh  Press, 
Pittsburgh.  1988. 

by  John  D.  Stoeckle 

Crimes  will  be  committed:  criminals 
will  be  incarcerated:  and  while  in  jail 
and  prisons,  prisoners  will  often  get 
sick  or  will  suffer  exacerbations  of 
illnesses  they  already  had.  .  .  .  Because 
the  state,  municipality  or  federal  gov- 
ernment assumes  responsibility  for  the 
welfare  of  inmates  whose  personal  lib- 
erty they  have  taken  away,  representa- 
tives of  government  are  obligated  to 
provide  or  find  adequate  medical  care. 
(p.  256) 

When  health  care  in  society  is  discussed 
today,  the  themes  are  that  it  is  too  costly, 
that  medical  practice  is  more  competi- 
tive and  regulated,  that  its  quality  is 
uneven,  that  its  practitioners  have  been 
deprofessionalized  as  employees  in  cor- 
porate groups,  and  that  many  of  the 
250  million  Americans  do  not  have 
access  to  health  care. 

Care  and  Punishment  is  also  about 
care  in  society,  but  its  themes  are  not 
quite  the  same.  It  is  about  ^  tiny  and 
isolated  .2  percent  of  Americans  "under 
a  bell  jar,"  whom  the  public  and  the 
medical  profession  have  always  kept  out 


of  sight,  often  out  of  mind  and  have 
hardly  ever  discussed:  500,000  prison- 
ers, the  bad  guys  and  gals  warehoused 
in  our  5,000  prisons  and  jails  for  run- 
ning afoul  of  the  law. 

Potential  readers  may  then  wonder 
why  this  volume  by  Curtis  Prout— in- 
ternist, assistant  dean  for  student  affairs 
at  Harvard  Medical  School,  and  chair- 
man of  the  Massachusetts  Medical  Soci- 
ety's Committee  on  Health  Care  in 
Corrections— and  his  writer-colleague 
Robert  N.  Ross  deserves  attention.  The 
book's  subjects— a  deviant  population 
of  crooks,  murderers,  rapists  and  drug 
dealers  in  these  remote,  out-of-the-way 
institutions— are  not  one  of  us.  Our 
health  policy  experts  would  argue  that 
health  services  for  mass  society  demand 
our  full,  exclusive  attention.  Prisons  and 
prisoners  are  outside  our  clinical  gaze. 
Few  of  us  have  ever  treated  an  inmate, 
and  fewer  still  have  been  inside  the 
gates.  Only  5,000  MDs  do  prison  care, 
mostly  part  time;  50,000  RNs,  NPs  and 
PAs  provide  most  of  the  care. 

Moral  judgments  aside,  this  book 
on  prison  health  care  contains  issues 
about  the  improvement  of  care  and 
treatment  that  are  relevant  to  our  larger 
system  of  health  services.  Caring  for 
perhaps  the  least  desirable  person  in 
society,  moreover,  is  central  to  the  pro- 
fession's values.  How  can  the  profes- 
sion ignore  the  prisons?  Curtis  Prout 
certainly  has  not.  Long  active  in  patient 
care,  advisor  of  HMS  students,  and 
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experienced  in  the  care  of  young  adults 
behind  bars,  he  is  informative  and  per- 
ceptive in  his  account. 

Part  1  of  the  book  reports  on  the 
history  of  prison  heahh  care  reform  in 
Massachusetts,  on  two  progressive  su- 
perintendents in  the  193()s,  on  Prouts 
failure  (or  success)  in  the  "VOs  with  the 
Prison  Health  Project,  the  success  of 
legal  suits  in  1979.  and  on  the  effect  of 
private  contract  services.  Part  2  is  on 
the  nature  of  the  prison  environment, 
the  medical  problems  of  inmates,  the 
bureaucratic  dynamics  of  this  institu- 
tion designed  more  for  punishment  than 
care,  and  the  implications  of  rights  and 
standards. 

In  common  with  health  services 
organizations  in  general  are  such  themes 
as  conflicts  over  the  mixed  missions  of 
institutions,  power  and  authority  in 
treatment,  the  communication  of  infor- 
mation, the  function  of  professionals  in 
bureaucracies,  and  changing  organiza- 
tions from  inside  or  outside.  The  book 
is  also  a  gold  mine  of  facts  and  figures 
about  prisoners,  prison  life,  and  prison 
medical  practice. 

A  longer  look  through  the  book 
will  note  more  detailed  contents.  Chap- 
ter 1  on  the  "cult  of  personality"  argues 
that  charismatic  penologists  alone  can- 
not sustain  reform  in  the  complicated 
bureaucracy  and  political  system  of 
prisons.  The  innovative  work  of  How- 
ard Gill  in  designing  the  Norfolk  Prison 
Colony  for  the  rehabilitation  of  the 
inmate  in  the  1930s  is  described  in 
detail.  Similar  efforts  by  Miriam  Van 
Waters  at  Framingham  Women's  Prison 
in  the  1940s  are  sketched.  These  lead- 
ers were  driven  by  a  "liberar"  notion 
that  on-site  medical  services  would  con- 
tribute to  prisoner  re-education  and 
training,  if  only  by  reducing  any  bur- 
den of  illness  that  might  delay  the  insti- 
tutions rehabilitation  program. 

Services  were  more  comprehensive 
than  the  emergency  care  of  the  past, 
but  did  not  turn  out  to  be  instrumental 
in  the  rehabilitation  of  prisoners'  devi- 
ant behavit)r.  as  even  more  liberal  re- 
formers argued  later  in  the  1971  Madoff 
report  (issued  by  a  committee  oi  the 
Department  of  Human  Services  in  re- 
sponse to  prison  unrest  that  followed 
Attica).  Both  progressive  superinten- 
dents were  oustoti  (thtnigh  Van  Waters 
was  later  reinstated)  and  their  refi)rms 
terminated  over  presumed  deficiencies 
in  medical  care. 

Chapter  2  is  on  the  ups  and  ilowns 
of  the  Prison  Health  Project  (1972-74) 
which  the  author.  Curtis  Prout.  headed. 
Funded  by  the  Office  of  F.conomic  ()p- 
piMtunily.  the  purpose  of  the  project 
was  lo  develop  a  nuxlel  pristni  health 


care  program  that  included  designing 
training  for  inmates  in  paramedical  work. 
a.ssessing  the  drug  problem,  and  plan- 
ning drug  treatment.  Constrained  to  do 
research  rather  than  to  implement 
change,  the  project  did  not  meet  its 
goals.  The  chapter  describes  the  details, 
dynamics  and  personalities  behind  why 
the  project  went  astray— a  mix  of  unco- 
ordinated efforts,  departmental  resis- 
tance, lack  of  authority,  misdirected 
mission,  and  frustrated  leadership  that 
the  author  does  not  hide. 

This  research-reorganization  project 
by  health  professionals— lodged  amid  the 
bureaucracies  of  the  Departments  of 
Correction  and  Public  and  Mental 
Health— did  not  produce  change  from 
inside,  although  it  documented  the  needs 
of  inmates  and  the  deficiencies  of  ser- 
vices. What  followed  several  years  later, 
however,  did  move  the  system  from  the 
outside. 

Chapter  3  is  on  the  work  of  lawyers. 
Scott  Lewis  and  Angel  Marcus,  who 
changed  the  reform  rhetoric  from  needs 
to  prisoners"  rights,  and  the  reform  tac- 
tics from  research-administration  to  legal 
suits.  The  state  was  sued  to  provide 
services  or.  one  might  say.  the  depart- 
ments were  demanded  to  fulfill  the  mis- 
sion with  which  they  were  charged. 

As  historians,  the  authors  see  in  the 
legal  approach  a  more  efficacious  reform 
than  the  efforts  of  prison  superinten- 
dents and  their  own  attempts  at  reorga- 
nization through  the  Prison  Health  Proj- 
ect. Law  seems  better  than  medicine 
(or  medical  administration)  in  doing  gcxxl 
for  prison  care.  By  a  strong  emphasis 
on  specific  procedural  changes,  the  law 
assured  prisoners  rights  for  high-standard 
care.  In  contrasting  this  legal  success  to 
the  failure  of  the  Prison  Health  Project, 
the  autht)rs  do  not  seem  to  credit  the 
project  with  making  the  definitions  of 
health  care  stantlards  that  were  essen- 
tial for  lawyers  to  take  to  court  to  change 
the  system. 

Chapter  4  questions  the  wisdom  of 
using  private-ciMilract  prison  medical  ser- 
vices, with  its  emphasis  on  cost  con- 
tainment and  mininnim  effective  ser- 
\ices.  a  change  thai  has  emergeil  in  the 
1980s.  Chapter  .^  is  on  the  environment 
and  ("»  on  medical  tlisorilers.  These  pages 
are  full  of  perceptiw  views  ami  grim 
clinical  facts,  inchnling  the  iisNcluiUigy 
of  living  in  isolated  cells  aiul  impair- 
ments line  to  smells,  stale  air.  closed 
space,  noise  and  dim  lights  in  prisons. 

This  moving  account  of  inmates  in 
penitentiaries,  unlike  those  of  patients 
in  hospitals,  contains  no  illusiratiw  plH>- 
los.  Inside  shots  arc  haril  [o  find  in  real 
life  or  prison  literatute.  though  outside 
views  are  everywhere.  Future  inmates 


pursued  by  cops  are  on  nightly  TV  and 
movies  with  their  underworld  scenes  of 
thugs.  cr(H)ks  and  dealers.  Interested 
readers  wanting  to  find  some  inside 
views  would  have  to  l(x)k  elsewhere, 
for  example,  at  Frederick  Wiseman's 
Titlicut  Follies,  a  1967  film  of  Bridge- 
water  Prist)n  (banned  by  the  Common- 
wealth for  public  viewing,  but  MDs  can 
see  it),  or  at  scenes  taken  by  Ed  Beyler 
for  Alcalraz.  (he  Rock  in  that  old  and 
empty  "pen"  that  is  ncAv  a  national  park. 
Surprisingly,  prisons  can  be  alter- 
natively very  quiet,  then  noisy  beyond 
tolerance.  Despite  so  many  unoccupied 
hours  and  with  st)  little  privacy,  com- 
munication with  fellow  prisoners  is.  par- 
adoxically, self-restricted.  They  tend  to 
protect  that  little  remnant  of  private 
self  that  is  left.  Communication  with 
the  doctor  is  restricted  ttx).  as  disclo- 
sure about  one's  self  or  behaviors  has 
many  hazards  if  leaked  outside  the 
encounter. 

The  dynamics  of  relationships  be- 
tween prisoners  and  guards,  now  called 
correction  officers,  are  thoroughly  re- 
constructed as  are  those  with  health 
professionals,  illustrating  the  change  in 
relationships  that  occurs  in  this  special 
world  so  ambivalently  designed  for  care, 
punishment  and  sometimes  reform. 

These  relationships,  compounded 
by  fear  (powerlessness)  and  anger  as 
well  as  attachment,  and  the  everyday 
work  itself,  with  its  contradictory  goals, 
in  turn  affect  the  staff.  Briefly  men- 
tioned is  the  ultimate  contradiction,  the 
prison  doctor  as  executioner  (though 
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not  possible  in  Massachusetts),  severely 
critiqued  by  William  Curran  and  Ward 
Casscells  of  the  Harvard  School  of  Pub- 
lic Health  in  their  essay,  "The  Ethics  of 
Medical  Participation  in  Capital  Pun- 
ishment by  Intravenous  Drug  Injection" 
(NEJM  1980,  302:206).  Where  prison 
power  lies  is  clear  in  this  text  as  in  that 
1967  anti-authoritarian  movie,  Cool 
Hand  Luke,  w^hen  Paul  Newman,  as 
rebellious  Luke,  falls  from  the  fist  of 
the  guard.  Yet,  like  the  prisoner,  guard 
and  practitioner  can  suffer  too,  though 
in  a  different  way,  and,  unlike  the  pris- 
oner, can  escape  when  burned  out. 

The  clinical  facts  concerning  AIDS, 
VD,  seizures,  substance  abuse,  suicide, 
psychiatric  disorders,  and  violence 
among  prisoners  will  not  surprise  most 
medical  readers.  That  hypertension  is 
rare  among  prisoners  may  be  new;  also 
that  the  majority  of  rapes  and  assaults 
are  not  committed  by  homosexual  but 
by  heterosexual  prisoners.  Not  noted, 
perhaps  because  so  well  known,  is  the 


Facts  About  Prisons 
and  Prisoners 

(as  cited  in  Care  and  Punishment) 

•  95  percent  of  the  prison  popula- 
tion are  young  males,  and  5  per- 
cent, females;  a  20:1  ratio  also 
noted  in  Europe. 

•  More  than  1  million  people  are  sent 
to  jails  and  prisons  each  year.  The 
prison  population  is  about  500,000, 
increasing  by  26,600  per  year. 

•  In  Massachusetts,  the  number  of 
persons  in  mental  hospitals  and  in 
prisons  have  been  nearly  recipro- 
cal (as  mental  hospital  census 
declines,  prison  census  rises). 

•  The  average  cost  of  housing  a  per- 
son in  jail  is  $16,000  per  year. 

•  6  percent  of  the  prison  population 
have  hypertension,  compared  to  20 
percent  in  the  general  population. 

•  75  percent  of  the  male  prison  pop- 
ulation have  problems  with  read- 
ing, writing  and  learning. 

•  75  percent  of  prisoners  have  histo- 
ries of  alcohol  abuse. 

•  1 5  percent  of  released  inmates  are 
back  in  prison  in  one  year,  26  per- 
cent in  two  years,  and  32  percent 
in  3  years. 

•  30  percent  of  prison  population, 
given  free  access,  will  show  up  for 
sick  call  each  day. 


fact  that  40  percent  of  the  population  is 
black.  The  book  properly  calls  for  more 
clinical  research  on  these  medical  prob- 
lems of  prisoners  for  a  better  under- 
standing of  etiology,  treatment  and  pre- 
vention. The  final  chapters  review  the 
meaning  of  rights  and  standards  in  care 
and  treatment,  and  comment  on  the 
dilemmas,  indeed  the  limits,  of  reform. 

This  stimulating  and  reflective  book, 
pleasantly  devoid  of  academic  jargon 
and  of  moralizing  about  the  worth  of 
prisoners  and  the  constituencies  around 
them,  should  be  widely  read  in  and  out 
of  medical  circles.  The  issues  of  reform 
for  this  special  population  are  less  tech- 
nologic than  organizational  and  inter- 
personal, just  as  they  often  are  for  the 
care  of  everyone.  Readers  can  quickly 
make  these  connections  and  be  moved 
to  appreciate,  if  not  support,  the  im- 
provement of  care  in  and  out  of  prisons. 

But  what  about  the  future?  Prisons 
in  Massachusetts  have  been  a  repeated 
object  of  reform;  DeTocqueville,  for 
example,  visited  them  in  the  1830s  and 
then  argued  for  punishment,  not  reha- 
bilitation. Today  the  U.S.  prison  popu- 
lation is  growing  some  25,000  per  year. 
Only  the  jails  of  South  Africa  and  the 
Soviet  Union  have  more. 

In  this  decade,  reform  is  no  longer 
a  mix  of  care,  punishment  and  maybe  a 
touch  of  rehabilitation.  Rather,  con- 
struction is  the  in  thing— more  jails  and 
prisons,  now  built  with  a  podular  design 
to  cut  the  number  of  guards  needed  for 
control  and  to  restrict  prisoners'  move- 


ment. With  so  many  of  the  guilty,  even 
the  "white  collared,"  now  confined,  this 
trend  in  building  expansion  seems  like 
some  health  care:  very  expensive,  hardly 
cost-effective,  and  certainly  not  pre- 
ventive. Perhaps  those  older  attempts 
at  improvement  that  Prout  and  Ross  so 
ably  review  might  eventually  be  worth 
still  another  try— with  Care  and  Punish- 
ment as  a  guide.  D 

John  D.  Stoeckle  '48  is  a  professor  of 
medicine  at  Harvard  Medical  School 
and  chief  of  medical  clinics  at  Massa- 
chusetts General  Hospital. 
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COMMENTARY 


Lesson  From  AIDS 


by  Ferdinand  James  Gay 


I  feel  honored  and  delighted  to  be  able 
to  share  my  experience  of  AIDS  with 
my  medical  colleagues.  Rather  than  sti- 
fle my  individuality  out  of  fear  of  offend- 
ing you,  I  would  rather  "telKh  like  it  is" 
for  me. 

I  am  trying  to  communicate  from 
my  heart  and  the  left  side  of  emotion. 


rather  than  from  my  head  and  the  right 
side  of  intellect.  It  has  taken  me  a  long 
time  to  progress  from  being  a  linear, 
medical  authority,  patriarchal-values 
doctor  to  a  metaphorical,  egalitarian, 
matriarchal- values  child  psychiatrist, 
would-be  shaman.  Here  in  Los  Angeles 
the  New  Age  finds  a  few  of  us  doctors 
looking  back  to  the  archaic  roots  of 
medicine,  to  the  shamanic  heritage  for 
an  answer  to  our  dilemmas  in  the  age 
of  AIDS.  One  answer,  of  course,  is  to 
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know  oneself;  another  is,  "physician  heal 
thyself." 

I  first  became  involved  with  our 
modern  plague  in  1984  when  I  heard 
that  two  cousins  were  both  suffering 
from  AIDS,  each  from  a  separate  source. 
My  first  feeling  was  one  of  guilt  and 
shame  that,  as  a  divorced  father  of  three 
children  who  had  recently  entered  the 
gay  lifestyle,  I  had  done  little  to  help 
out  in  the  crisis.  I  decided  to  join  the 
Shanti  Foundation,  which  provided  coun- 
seling and  support  for  AIDS  patients 
here  in  L.A. 

My  two  intensive  weekends  of  Shanti 
training  represent  another  turning  point 
in  my  life.  I  learned  a  lot  about  AIDS 
and  how  to  become  a  passive,  present 
listener  rather  than  a  controlling,  res- 
cuing doctor  dealing  with  a  disease  that 
wouldn't  submit  to  our  usual  techniques 
of  "fixing"  and  curing.  I  was  especially 
touched  by  the  Death  Meditation— a 
profound  experience  in  which  I  felt  the 
bliss  of  the  "other  side"  that  is  described 
in  near-death  experiences.  My  experi- 
ence was  similar  to  reports  of  people 
who  came  back  after  a  car  accident  or 
cardiac  arrest  from  near-death,  and 
report  observing  the  situation  and  expe- 
riencing love  and  a  state  of  bliss.  I  knew 
by  my  experience  with  the  Death  Medi- 
tation that  death  is  not  to  be  feared 
and  that  it  is  an  experience  of  merging 
with  universal  love  or  the  love  of  God. 

I  was  assigned  a  total  of  five  clients, 
one  of  whom  was  a  friend  of  an  old 
friend  of  mine.  I  ended  up  sharing  myself 
with  all  of  them  as  they  declined.  I 
went  to  five  or  six  funerals— most  were 
experiences  of  relief  and  love  as  people 
came  forth  to  share  their  feelings.  I  was 
privileged  to  talk  to  my  last  client  as 
his  soul  left  his  body. 

After  a  year  of  counseling  and  ser- 
vice as  a  member  of  the  board.  I  left 
Shanti  somewhat  emotionally  drained 
and  no  longer  the  caretaker-rescuer  I 
once  was.  With  about  10  AIDS  confer- 
ences under  my  belt,  I  tried  to  intro- 
duce some  AIDS  training  as  an  attending 
at  U.S.C..  but  met  ctinsidcrable  resis- 
tence.  (They  are  now  finally  getting 
their  AIDS  ward,  modeled  after  the 
one  at  San  Francisco  General.) 

Although  I  don't  work  directly  with 
AIDS  any  more,  I  feel  deeply  grateful 
for  my  experience  during  those  years.  1 
can  handle  the  illness  when  it  comes  up 
with  friends,  as  1  can  when  it  needs  to 
be  dealt  with  at  work.  1  am  in  touch 
with  pet)ple  who  are  living  with  the 
HIV  virus  in  various  forms.  .Some  are 
even  upbeat,  as  those  in  Louise  Hays 
group  who  claim  they  "really  started  to 
live"  since  their  diagnosis,  it  might  he 
hard  to  unticrstand  that  healing  the 


human  being  doesn't  have  to  include 
the  survival  of  the  physicial  body. 

Questions  of  hope  and  futility  arise 
out  of  the  limited  perspective  of  ego- 
orientation  and  fear  of  death.  With  inner 
change,  such  questions  melt  into  a  har- 
mony of  seeing  the  bigger  picture.  Many 
people,  especially  in  the  city,  have  lost 
a  large  number  of  friends  to  AIDS.  If 
one  believes  in  reincarnation  and  the 
continuity  of  the  soul,  the  losses  become 
less  painful.  I  have  no  worry  whatso- 
ever about  contracting  AIDS  from  a 
professional  situation;  I  only  remind 
myself  to  be  responsible  in  my  per- 
sonal life. 


Healing  the  human  being 

doesn't  have  to  include 

the  survival  of  the 

physical  body. 


Anybody  considering  the  study  of 
medicine  at  this  time  should  be  pre- 
pared to  see  major  changes  in  the  field. 
Both  medicine  and  society  will  have  to 
transform  themselves  in  order  to  deal 
with  the  enormous  problem  of  AIDS. 
But  that  also  suggests  that  anybody 
entering  medicine  should  be  ready  to 
undergo  change  themselves.  I  believe 
that  the  depression  affecting  our  pro- 
fession is  like  that  of  any  individual 
confronting  a  life  crisis  and  having  to 
let  go  of  old  ways.  The  AIDS  patient— he 
who  focuses  on  the  quality  of  life  lived 
in  the  immediate  present— can  become 
a  teacher  to  us  all. 

I  really  don't  think  homophobic  and 
AIDS-phobic  physicians  should  treat 


patients  with  AID.S.  It  would  be  a  dis- 
service to  the  emotionally  sensitive 
patient  to  be  exposed  to  a  cold,  death- 
frightened  doctor  To  those  who  can 
learn  what  they  need  to  and  make  the 
changes  to  treat  people  with  AIDS  with 
love— more  power  to  them. 

The  only  inspiring  message  I  would 
have  for  those  considering  medical  train- 
ing is.  Are  you  ready  to  assume  the 
responsibility  of  caring  for  any  and  all 
patients  with  love  and  compassion,  and 
are  you  ready  yourself  to  go  through 
the  changes  needed  to  heal  yourself  in 
order  to  become  a  healer?  The  ancient 
Shaman  was  a  wounded  healer.  How 
about  the  modern  doctor?  Can  he  face 
his  woundedness? 

Those  who  are  able  to  identify  with 
Christ  as  a  healer  and  seer  and  treat 
the  modern  lepers  are  granted  uncondi- 
tional love  and  compassion,  which  can 
spread  out  to  all  relationships  and  help 
care  for  other  human  beings,  animals, 
plants,  and  the  planet  Earth  itself.  As 
in  other  challenging  areas,  this  field  is 
not  for  those  with  weak  egos  or  weak 
consciences,  or  for  those  who  would 
project  their  shadows  onto  scapegoats. 

The  AIDS  patient  can  teach  doc- 
tors what  lo\e  and  what  healing  (mak- 
ing whole)  can  mean,  even  in  contact 
with  physical  death.  I  believe  that  AIDS 
will  help  foster  such  a  miracle.  D 


Ferdinand  James  Gay  '57  has  recently 
iliven  up  his  private  practice  of  child 
and  adult  psychiatry  and  is  currently  a 
forensic  psychiatrist  at  Los  Ani>eles 
County  Men's  Central  Jail,  the  largest 
jail  in  the  free  world.  He  is  actively 
involved  in  "personal  transformation." 
which  ituludes  an  exploration  of  sha-' 
manism.  cotitemplative  meditation,  and 
Junfiian  dream  work. 
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^WdkUmn^  ubiquitous  Vims 
^         of  Criminality 

^J0^      -jtj^  by  Harry  L.  Kozol 

^^X^^  %  ■ /o/^/7c^  between  persons  and  between  peoples  has 

long  been  one  of  the  major  plagues  of  mankind. 
Mans  dedication  to  the  extirpation  of  his  fellow 
man  is  seemingly  ubiquitous.  The  virus  that  causes 
this  plague  is  "dangerousness,"  a  potential  in  ones 
character  for  inflicting  grave  harm  upon  others.  Identi- 
fication of  the  presence  of  this  virus  is  the  sine  qua  non 
of  prevention  and  protection.  —H.L.K. 
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;™wn  neid  in  lover's  killiiil 

Famrfy  strife  pulled  trigg,  ^ 


Teen  admits  accidentally 
strang^ig  student 


^r*  police  say 


^^°*  of  robber 


In  1958  the  legislature  of  the  Com- 
monwealth of  Massachusetts  en- 
acted a  law  to  identify,  detain  and 
treat  "dangerous"  sex  offenders. 
The  law  was  in  reaction  to  the  murders 
of  two  little  brothers,  ages  10  and  12.  by 
a  21-year-old  man  who  had  been  released 
from  prison  seven  weeks  before,  fol- 
lowing seven  years  of  incarceration  for 
the  brutal  sexual  attack  and  stabbing 
of  a  12-year-oid  lx)y  Clearly,  sewn  years 
of  prison  had  dcine  ncnhing  to  eradicate 
his  potential  dangerousness. 

The  combination  of  sexual  assault 
with  near  lethal  stabbing  in  the  first 
crime,  and  double  murder  in  the  sec- 
ond, mobilized  the  legislature.  The 
shtK'king  murders  oi  these  two  little 
brothers  tragically  denK)nstrated  the 
futility  of  conventional  sentencing  prac- 
tices in  coping  with  lethally  dangerous 
persons.  The  failure  of  tratlitional  penal 
retribulicMi  mandated  a  search  for  more 
effective  protective  measures.  Out  oi 
its  efforts  and  activities  came  this  dan- 
gerous persi>n  law. 

The  legislation  pan  ided  for  the  inde- 
terminate detention  of  convicted  sex 
offenders  who  had  been  liiagnoseil  as 
"danuerous."  Thev  wouki  be  sentenced 


0  a  special  maximum  security  psychi- 
atric institution  established  under  the 
jurisdiction  of  the  state's  Department 
of  Mental  Health,  rather  than  that  of 
correction.  The  responsibility  for  deter- 
mining who  should  be  detained  under 
this  law  was  placed  squarely  upon  psy- 
chiatry, as  was  the  responsibility  for 
treatment. 

This  law  initiated  a  unique  socio- 
logical experiment,  in  which  the  pri- 
mary jurisdiction  of  criminal  danger- 
ousness was  assigned  to  psychiatry 
rather  than  penology.  The  legislature 
had  identified  a  potentially  lethal  soci- 
etal disorder,  raised  it  to  the  status  of  a 
disease,  and  sanctified  its  action  by 
a.ssigning  the  problem  to  a  highly  a.s.sert- 
ive  segment  of  medicine. 

To  provide  for  the  clinical  and  ad- 
ministrative implementatit>n  of  this  law, 
in  I'-JSy  the  legislature  established  the 
Center  for  the  Diagnosis  and  Treatment 
of  .Sexually  Dangenuis  Persons,  within 
the  Bridgewater  c(Miiple\  of  institutuMis. 

1  became  its  director  in  19(i(). 

it  was  clear  to  me  from  the  begin- 
ning that  this  medicolegal  inno\alion 
was  implicitly  based  on  a  concept  of 
pre\enlive  medicine.  The  offeiuler  was 
looketl  upon  as  a  menace  \o  the  health 
ami  well-being  of  potential  victims. 
AecixiliiigK.  the  law  provideil  thai  he 
be  (.|uaiantined  from  societs  b\  deten- 
tion, ami  treated  until  no  longer  ei>nsit.l- 
ereil  tiangerous.  Vhc  law  included  no 
reference  lo  female  perpetrators  of  any 
cla.ss  of  tlangennis  beha\  ii>r. 

All  communities  ha\e  witnessed  the 
tragic  repetition  of  \icious  ami  e\eii 


murderous  offenses  by  people  who  have 
been  released  from  prison  after  serving 
long  sentences.  The  objective  of  the 
mandated  treatment  was  to  insure,  inso- 
far as  possible,  that  criminals  would 
not  repeat  offenses  nor  commit  an\ 
other  dangerous  crimes.  To  the  victim, 
however,  there  can  be  no  difference 
between  the  criminal  who  kills  to  rob 
and  the  one  who  kills  to  rape. 


My  tenure  as  director  of  the  center 
began  in  a  quandary:  What  is  this 
thing  called  "dangerousness"?  The  mag- 
nitude of  the  burden  I  assumed  in 
attempting  to  implement  this  new  law 
is  not  difficult  to  appreciate.  We  had 
neither  precepts  nor  precedents  to  guide 
us.  The  literature  of  psychiatry  was 
virtually  silent  on  the  subject. 

This  project  was  not  the  first  di\er- 
gence  from  conventional  penology. 
Other  jurisdictions,  in  Europe  and  the 
United  States,  had  intrcxluced  estima- 
ble innovations  intt)  their  penal  systems. 
But  none,  to  my  knowledge,  had  identi- 
fied "danger""  or  "dangerousness"  as 
the  critical  problem  of  contemp«.>rary 
penology. 

Our  responsibility  included  treat- 
ment of  our  committed  patients.  refx>rts 
on  the  "progress  of  cure."  and  an  opin-' 
ion  as  to  whether  or  ncM  the  prisoner 
was  "safe"  emnigh  to  Ix"  conditiv^nally 
released  into  the  open  community.  It 
became  clear  lo  me  that  the  awesome 
respt^nsibility  for  commitment  of  a 
patient,  for  what  might  well  turn  out  lo 
he  the  duration  of  his  life,  hail  to  Ix" 
juxtaposcil  with  the  potentialK  lethal 
danger  to  an  iniiivent  victim.  This  dic- 
tated the  most  thorough,  intensive  and 
extensive  acquisition  oi  information 
alxHit  each  patient. 

,Vt  the  inception  of  m\  directorship 
1  recognized  the  necil  for  perNonnel  of 
exceptional  ciMnpeience  and  evperi- 
ence.  and  recruileil  my  wife.  Ruth. 
While  a  six'ial  worker  ai  the  liivston 
Psychopathic  Hospital  tninv  called  the 
Massachusetts  Menial  Health  Center), 
she  had  luiginated  a  truxhis  o/Hvum/i 
for  fickl  inwstigation  c>f  patient.s"  back- 
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suburban  f^n" 


grounds.  She  had  continued  to  hone 
her  formidable  investigative  skills  in 
counterespionage  under  a  military  com- 
mand in  World  War  II,  and  later  in 
urban  police  detection  (including  the 
identification  and  apprehension  of 
Albert  DeSalvo,  the  alleged  Boston 
Strangler). 

As  a  member  of  the  center  staff, 
Ruth  completed  several  hundred  field 
investigations.  For  each  she  sought  out 
and  interviewed  the  surviving  victims 
of  violent  crimes,  long  after  their  com- 
mission, in  cases  where  parole  of  the 
convict  was  under  consideration,  in 
order  to  get  the  victims-eye  view  of  the 
offender  in  action.  It  required  delicacy, 
persistence  and  tact  to  persuade  these 
victims  to  submit  to  the  ordeal  of 
recounting  the  experience. 

This  technique  elicited  significant 
descriptions  of  the  assault  through  the 
eyes  and  ears  of  the  victim:  an  ineradi- 
cable picture  by  the  only  witness  to  the 
crime.  Over  a  period  of  fifteen  years,  it 
proved  to  be  our  most  valuable  resource 
in  determining  the  fitness  of  patients 
for  conditional  release  by  parole  or  for 
less  stringent  conditions.  In  a  number 
of  cases  the  field  investigation  exoner- 
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ated  the  "'patient"  and  effected  his 
prompt  release. 

An  exemplary  precis  illustrates  the 
role  of  the  field  investigation  within  our 
comprehensive  diagnostic  study  of  each 
case: 

Male,  age  31.  Crime:  Bape  of  68- 
year-old  widow  five  years  before. 
Transferred  from  state  prison  for 
diagnosis  to  determine  whether  or 
not  he  is  a  "sexually  dangerous  per- 
son." Completed  five  years  of  much 
longer  sentence.  Under  consider- 
ation for  parole. 

Clinical  examination  interviews 
by  director  staff  psychiatrists  and 
psychologists  revealed  arrogant, 
demanding  individual.  He  pro- 
claimed that  he  had  been  trans- 
ferred to  the  center  to  be  "cleared 
for  parole."  He  would  not  discuss 
the  crime  he  had  committed,  nor 
any  related  matters.  He  was  obvi- 
ously confident  of  being  cleared: 
and  we  suspected  that  his  confi- 
dence must  have  come  from  other 
sources  than  routine  administrative 
procedures.  He  was  essentially  non- 
communicative.  Nothing  in  what  we 
observed,  nor  in  what  we  found  in 
his  prison  record,  could  justify  a 
diagnostic  opinion  that  he  was  not 
a  sexually  dangerous  person.  Ac- 
cordingly, a  field  investigation  was 
promptly  initiated. 

Field  investigation:  Ruth  sought 
out  the  victim's  home:  noted  a  secu- 
rity alarm.  Victim  spoke  through 
the  closed  door  manifestly  cautious. 
Ruth  identified  herself  and  ^plained 
the  reason  for  her  visit:  to  find  out 
more  about  her  assailant,  since  there 
was  a  possibility  that  he  might  be 
released  from  prison  in  the  near 


future.  The  lady  then  admitted  her 
and  the  interrogation  began. 

The  victim  appeared  to  be 
healthy  and  alert,  but  was  troubled 
by  the  imminence  of  her  assailant's 
possible  release.  She  described  him 
as  initially  polite  and  well  spoken. 
He  had  come  to  inquire  if  she  would 
rent  a  room  to  him.  He  said  he  had 
a  job.  She  did  rent  a  first  floor  room 
to  him.  She  dwelt  in  a  small  apart- 
ment on  the  second  floor  He  ingra- 
tiated himself  by  doing  an  occasional 
favor  for  her  such  as  picking  up  a 
newspaper 

One  day,  several  weeks  later,  as 
she  entered  her  apartment,  he  sud- 
denly appeared  and  ordered  her  to 
enter  her  bedroom.  When  she  ob- 
jected, he  grabbed  her  while  she 
fought  back.  He  struck  and  sub- 
dued her  and  raped  her  while  mut- 
tering repeatedly,  "Die,  damn  you, 
die."  She  put  on  a  robe,  and  noted 
that  he  appeared  to  be  "excited." 
He  then  told  her  that  he  was  not 
through  with  her  and  that  he  was 
going  to  kill  her  He  described  in 
lascivious  detail  exactly  what  he 
would  do.  His  facial  expression  and 
his  tone  of  voice  increased  her  appre- 
hension. She  recognized  that  he  was 
deadly  earnest,  and  strove  to  pla- 
cate him.  She  told  him  that  he  did 
not  seem  to  be  feeling  well  and  sug- 
gested that  she  make  some  coffee 
for  him  while  he  got  dressed.  He 
seemed  to  assent. 

She  entered  the  kitchen  which 
adjoined  her  bedroom  and,  as  he 
started  to  put  his  feet  into  his  trou- 
sers, darted  out  a  back  door  and 
ran  into  a  neighbor's  house.  The 
police  responded  immediately  to  a 
call  for  help  and  arrested  him  at 
the  scene.  His  conviction  and  sen- 
tencing followed. 

On  the  basis  of  the  field  investiga- 
tion, two  months  of  daily  interview- 
examinations  of  this  man,  and  studies 
of  correctional  data,  the  staff  agreed 
that  the  padent  was  dangerous  and  would 
undoubtedly  repeat  his  crime  and  suc- 
ceed in  killing  his  victim  if  he  were 


released  into  the  community.  They  diag- 
nosed him  as  "sexually  dangerous"  and 
recommended  commitment  to  the  treat- 
ment center  for  the  statutory  period  of 
one  day  to  life. 

At  the  court  hearing,  the  presiding 
judge  verbally  abused  the  two  psychia- 
trists who  appeared  to  testify  on  the 
conclusion  of  the  center  and  demanded 
that  they  have  me.  the  director,  change 
the  diagnosis  and  declare  the  subject 
not  dangerous.  The  judge  was  further 
frustrated  by  my  signed  affirmation  of 
the  diagnosis  and  our  warning  that  this 
man  would  surely  kill,  given  the  chance. 
I  repeated  this  warning  to  the  judge  at 
a  personal  meeting  in  his  chambers, 
witnessed  by  several  others.  Three 
weeks  later  this  petulant  judge  found 
the  subject  not  sexually  dangerous  and 
our  "patient"  was  released. 

Five  weeks  later  he  was  arrested  for 
the  brutal  rape  and  murder  of  another 
landlady.  The  medical  examiner's  de- 
scription of  the  grisly  details  was  a  blue- 
print of  what  he  had  promised  his  first 
victim,  as  related  to  Ruth. 


In  1976  we  terminated  our  labors  at 
the  treatment  center.  In  the  course 
of  16  years  we  had  screened  nearly  4,000 
arrested  and  putatively  dangerous  of- 
fenders, of  whom  we  had  selected  640 
for  intensive  diagnostic  study  at  the  cen- 
ter. We  concluded  that  383  of  these 
men  were  "dangerous"  and  recom- 
mended their  detention.  But  some  of 
the  involved  courts  had  ignored  our 
advice,  and  only  354  had  been  com- 
mitted for  treatment.  The  others  were 
released,  and  after  a  period  of  nearly 
five  years  had  a  recidivism  rate  of  39.3 
percent. 

In  the  same  time  frame,  103  patients 
who  had  been  recommended  by  us  for 
parole,  after  an  average  treatment  dura- 
tion of  47  months,  had  a  recidivism 
rate  of  5.8  percent.  Al.so  noteworthy  is 
that  of  thi)se  who  had  been  released 
against  our  advice  in  another  time 
frame,  5  out  of  49  patients  committed 
serious  a.s.saultive  crimes,  including  t)ne 
murder. 

In  1978,  I  was  appointed  senior  vis- 
iting fellow  of  the  Unitctl  Nations  Social 
Defense  Research  Institute  in  Rome. 
Ruth  was  appointed  victimologist  and 
research  associate.  Our  wi^k  has  in- 
cluded a  variety  of  fascinating  experi- 
ences: bibliographical  research  studies 
of  the  contemporary  literature  of  crime, 
site  visits  to  penal  institutions  and  justi- 
ciary centers  in  the  western  worki,  and 
ongoing  consultations  with  staff  col- 
leagues and  visiting  representatives  of 
a  number  of  member  natiiMis. 

Mindful  of  [)hiloso[)her  Alfretl  North 


Whitehead's  injunction  that  "to  talk 
sen.se  is  to  talk  quantities,"  it  had  become 
clear  to  me  that  the  indispensable  ele- 
ment in  any  system  of  criminal  justice 
is  a  credible  method  for  identification 
and  predictive  quantification  of  the  dan- 
ger potential.  These  last  10  years  my 
principal  task  has  been  to  develop  a 
modus  operandi  to  do  just  that.  In  the 
near  future  my  definitive  modus  oper- 
andi for  coping  with  the  universal  prob- 
lem of  the  lethally  dangerous  person 
will  be  published  for  members  of  the 
United  Nations. 

I  have  been  concerned  with  the  com- 
parative degree  of  dangerousness,  vi.s- 
a-vis  the  degree  of  safeness.  These  polar 
elements  of  character  are  complemen- 
tary, at  opposite  extremes  of  a  spec- 
trum, and  in  a  fluid  continuum.  People 
cannot  be  divided  into  the  dangerous 
and  non-dangerous,  the  bad  guys  and 
the  good  guys.  The  risk  at  any  point  in 
time  is  a  result  of  multiple  factors. 

My  method  makes  it  possible  to 
assign  a  numerical  value  to  the  sub- 
ject's level,  or  point,  of  dangerousness 
on  a  scale  of  1  to  100.  It  may  be 
expressed  numerically  or  in  terms  of 
percentile  and  presented  exponentially 
on  a  scale  of  "danger  quotients." 

Not  all  people  who  inflict  serious 
bodily  harm  on  others  do  so  again.  The 
task  is  to  distinguish  between  those  who 
will  and  those  who  won't. 

The  terms  used  in  standard  psychi- 
atric diagnosis  are  almost  totally  irrele- 
vant to  the  determination  of  dangerous- 
ness. Less  than  7  percent  of  our  patients 
were  or  had  been  psychotic  according 
to  the  accepted  use  of  the  term.  The 
incidence  of  dangerous  behavior  among 
the  vast  numbers  of  people  who  fall 
into  the  wide  category  of  .so-called  .schiz- 
ophrenic mental  disease  is  slight,  but 
the  presence  of  severe  psychosis  in  a 
dangerous  person  immeasurably  com- 
pounds the  risk  that  he  will  do  terrible 
harm. 

Dangerousness  cannot  be  attributed 
to  a  single  factor  and  is  not  tletectable 
through  routine  psychiatric  examina- 
tion. There  is  no  single  test  for  it.  1 
cknibt  that  any  tests  or  metluxls  of  exam- 
ination, in  aiul  of  themselves,  are  sut> 
tie  enough  to  evaluate  the  tlelicate 
balance  between  those  impulsive  ele- 
ments that  lead  to  tlangerous  behavior 
and  those  self-controlling  elements  thai 
inhibit  it. 

I  he  tliagnosis  of  dangerousness  is 
based  on  inquiry  atui  examinations. 
There  are  ni>  rigiil  criteria  of  danger- 
ousness; there  are  only  clues  gleaneil 
from  a  meticulous  inquiry  into  multiple 
aspects  of  the  personality.  We  de\el- 
opci.!  these  clues  out  of  painstaking 
years  of  trial  and  error,  in  the  course  of 


which  we  have  developed  frames  of  ref- 
erence for  investigation  of  the  person- 
ality Out  of  these  investigations  emerged 
our  clinical  prediction  as  to  the  patient's 
future  behavior.     . 

Of  paramount  importance  is  the 
meticulous  description  of  the  actual 
a.ssault.  The  potential  for  violent  assaul- 
tiveness is  the  core  of  our  diagnostic 
problem,  and  the  description  of  the 
aggressor  in  action  is  often  the  most 
valuable  single  source  of  information. 
The  patient's  version  is  compared  with 
the  victims  version.  In  many  cases  we 
interviewed  the  victim  ourselves.  Our 
most  serious  errors  in  diagnosis  have 
been  made  when  we  ignored  the  details 
in  the  description  of  the  assault. 

The  difficulty  involved  in  predict- 
ing dangerousness  is  immeasurably  in- 
creased when  the  subject  has  never 
before  actually  performed  an  assaul- 
tive act.  This  is  particularly  relevant  to 
involuntary  mental  hospitalization  and 
to  proposals  for  preventive  detention. 
Who  knows  how  many  persons  have 
the  same  traits  as  our  patients  but  have 
never  acted  out  dangerously  and  never 
will?  No  one  can  predict  dangerous 
behavior  in  an  individual  with  no  his- 
tory of  dangerous  acting  out. 

Since  multiple  forces  and  experi- 
ences influence  the  personality,  we 
sought  information  on  themes  and  expe- 
riences in  the  patient's  histor\.  We  de\el- 
oped  wide  frames  of  reference  and  lines 
of  inquiry  designed  to  reveal  and  give 
in-depth  dimension  to  the  structure  and 
dynamic  potential  of  the  personality 
we  were  stud\  ing.  In  practice,  we  posed 
a  series  of  questions  \o  ourselws.  These 
reflected  some  but  not  all  of  our  frames 
of  reference  and  lines  of  inquiry.  They 
did  not  constitute  a  cheek  list,  and  they 
were  not  complete  or  final.  They  were 
suggestions  and  reminders  to  //.v— not  a, 
questionnaire  put  \o  the  patient.  .\  series 
of  these  questions  follows: 

With  respect  to  the  use  nf  force  ;ind 
violence: 

Was  he  aggre.ssi\ely  and  wantonly 
cruel?  DitI  he  enjoy  inflicting  pain?  \N'h;it 
was  his  affect  or  emotional  state  at  the 
time  lie  iH-rpetrated  his  crime'.'  Did  he 
idenlil\  uitli  his  \  ictim'.' 

Was  he  angry?  V\  ith  his  \ ictim'.'  With 
whom- nr  at  what?  .Since  when?  VNas 
he  mad  at  the  world  or  specifically 
angry  with  a  persiMi  or  a  clavs?  Was  the 
anger  realistic  and  lustificd  i>r  unrealis- 
tic anil  dispropiMtionate'.'  Wh.il  was  the 
fate  of  this  anger'.'  Did  it  persist  or 
evaporate'.' 

Is  he  cruel  toward  himself?  IXvs  he 
ei\joy  suffering?  How  has  he  reacted  to 
frustration  or  dela\  o{  satisf.iction'.'  With 
violence?  W  ith  aimer?  \\  ith  K^h?  Musi 
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he  have  immediate  satisfaction?  Has 
there  been  any  expression  of  violence 
in  his  drawings,  writings,  statements, 
fantasies,  dreams? 

What  is  subject's  view  of  himself? 

How  does  he  feel  about  what  he 
sees  in  himself?  What  is  his  conception 
of  an  ideal  person?  Whom  does  he 
admire?  Whom  is  he  for?  Who  are  his 
heroes?  Whose  exploits  does  he  ap- 
plaud? Whom  does  he  tend  to  imitate 
in  speech  and  manner? 

Whom  is  he  against? 

What  is  the  subject's  view  of  others? 

Are  they  his  potential  enemies  and 
he  their  potential  victim?  Are  they  his 
potential  prey? 

Are  they  nonexistent  as  persons  and 
seen  only  as  objects  that  he  may  use  or 
exploit?  Does  he  confuse  their  identity? 

How  does  he  relate  to  others? 

Is  he  a  social  isolate,  either  alien- 
ated from  other  persons  or  never  affili- 
ated with  them?  Does  he  have  sympa- 
thetic identification  with  others? 

What  is  his  view  of  his  prospects  for 
the  future? 

Is  he  optimistic  or  pessimistic?  Is 
he  hopeful  or  discouraged?  Is  he  de- 
pressed? 
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Does  life  hold  any  meaning  for  him? 
What? 

What  is  his  view  of  himself  vis-a-vis 
the  general  community? 

How  has  he  related  to  other  per- 
sons? How  has  he  dealt  with  authority 
figures? 

Did  he  have  difficulty  in  school  and 
work  adjustments?  How  does  he  get 
along  with  his  peers?  Does  he  feel  that 
he  belonged?  Or  was  he  a  loner?  Did  he 
feel  dependent  on  his  peers?  Did  he 
crave  their  recognition  and  respect?  Was 
he  concerned  about  his  status  in  the 
eyes  of  others? 

Was  he  embittered?  Did  he  feel  frus- 
trated, rejected,  discriminated  against, 
deprived,  unrecognized,  mistreated, 
abused,  in  short— victimized?  Did  he 
feel  threatened  and  persecuted?  Did  he 
have  a  sense  of  longing  and  hunger  with 
a  concomitant  sense  of  despair  about 
ever  dissipating  this  hunger? 

How  did  he  relate  to  his  family? 

Was  his  family  constellation  mean- 
ingful? In  what  way?  Was  there  conflict 
with  parents?  With  siblings? 

Did  the  patient  feel  loved,  supported, 
encouraged  by  either  or  both  parents? 
Did  he  feel  threatened,  disdained,  re- 
jected? 

We  are  interested  in  the  patient's 
general  lifestyle.  Was  he  conventional 
and  socially  conformable  and  responsi- 
ble, or  was  he  unconventional,  irrespon- 
sible, and  opposed  to  social  standards? 
We  are  interested  in  the  nature  and 
amount  of  control  that  he  asserted  in 
his  life-pattern  of  behavior.  Has  control 


been  by  repression  or  sublimation?  What 
has  been  the  result? 

There  is  nothing  unique  about  the 
content  of  these  diagnostic  areas  of 
inquiry.  They  are  familiar  to  all  stu- 
dents of  human  nature.  Our  selectivity 
and  emphasis,  arrived  at  by  arduous 
trial  and  error,  are  what  determined  the 
consistency  and  uniformity  of  our  diag- 
nostic procedure. 

This  modus  operandi  dispenses  with 
the  need  for  experts  of  any  persuasion. 
It  can  be  applied  by  any  literate  person 
in  any  nation  or  culture  under  any  estab- 
lished or  customary  system  of  law.  It  is 
based  on  the  common  and  universal 
experience  and  knowledge  of  mankind. 
People  recognized  their  enemies  long 
before  there  were  experts  around  to  tell 
them  whom  to  be  afraid  of. 

I  do  not  equate  dangerousness  cate- 
gorically with  contemporary  patterns 
of  social  remonstrance  and  violence, 
although  the  remonstrants  may  be  per- 
ceived as  dangerous  by  target  establish- 
ments. Individual  participants  in  mass 
violence  may  or  may  not  be  dangerous 
depending  on  whether  the  motivation  is 
essentially  altruistic  (based  on  compas- 
sionate identification  with  others)  or 
egoistic  (concerned  primarily  with  vent- 
ing personal  rage). 

Rage  at  oppression  has  been  con- 
sidered righteous  from  time  immemo- 
rial. In  the  context  of  history,  when  the 
absence  of  alternatives  has  engendered 
desperation,  extreme  violence  resulting 
in  injury  to  property  and  persons  has 
been  tolerated  and  even  welcomed. 

Insistence  on  violence  when  alter- 
natives exist  and  without  benevolent 
regard  for  the  consequences  to  others 
is  another  thing.  As  history  has  shown, 
leaders  of  great  nations  may  be  infi- 
nitely more  dangerous  than  the  most 
depraved  lone  killer.  The  dynamics  are 
identical;  only  the  scope  and  magni- 
tude of  their  crimes  are  different. 

Crime  creates  its  own  laboratories. 
One  mans  terrorist  may  be  another 
man's  heroist.  D 

Harry  L.  Kozol  34  is  currently  a  senior 
visiting  fellow  at  the  United  Nations 
Social  Defense  Research  Institute  in 
Rome. 


AGGRESSION 

Neural  Controls  Out  of  Control 


The  study  of  human  aggression, 
i)ne  of  (he  most  pressing  social 
prohlems  of  our  time,  poten- 
tially bridges  fundamental 
research  in  evolutionary  liiok>gv.  com- 
parative ncuroanati>niv,  integrative  neu- 
ri>physiology  and  behavioral  neurology. 
Clearly,  broad  and  tliverse  approaches 
are  necessary  to  investigate  the  many 
forms  of  aggression  plaguing  human 
relationships. 

Unfortunately.  in\estigalors  are 
often  artifieialK  separated  along  the 
outmodetl  lines  oi  nature  versus  nur- 
ture—some emphasize  biological  fac- 
tors while  others  focus  exclusively  on 
social  precipilants  of  violent  acts.  .Al- 
though it  is  fashionable  to  espouse  an 
integrative  vievvptiint  in  examining  ag- 


gressive behavior,  a  surprising  i-legree 
of  suspicion  separates  the  community 
of  siK'ioli^gists  studying  causes  of  crim- 
inal behavior  from  the  neuroscientists 
focusing  on  the  phvlogeny.  anatomy  or 
neuiochemistry  of  aggres^sion. 

bv  Da\  id  Roiir 


.Some  wiHikl  like  \o  l-trklge  llv  natua*- 
lUMiure  ga|^  sim|tl\  In  suggesting  that 
e\er\  aggiessi\e  act  iinariabK  reflects 
KmIi  einironmenial  aiul  organic  fac- 
toiN.  HinvcNcr.  I  sus[xvl  tluit  such  uivrit- 
ical  holism  woukl  not  K*  a  step  fon.van.1 
and  ma\  e\en  lead  to  frank  errors  in 
uiKleiNtaiuling  some  forms  o\  aggix"s.sh>n. 

On  iMie  hand,  there  are  en\ir\Mi- 
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mental  circumstances  that  provoke  indi- 
viduals with  the  most  normal  nervous 
systems  to  aggression  or  homicide.  On 
the  other  hand  are  lesions,  which  may 
impinge  on  phylogenetically  ancient  cir- 
cuits of  the  brain  and  result  in  aggres- 
sion in  both  animals  and  man,  but  have 
no  relevant  developmental  or  environ- 
mental precipitant. 

One  source  of  confusion  regarding 
the  interaction  of  environmental  and 
organic  factors  is  the  assumption  that 
neurological  impairment  results  in  a 
generic  "organic  aggressive  syndrome," 
independent  of  the  location  or  type  of 
lesion.  The  organic  aggressive  syndrome 
is  variously  presumed  to  lower  a  gen- 
eral threshold  for  aggression  or  to  result 
in  episodic  loss  of  control  with  amne- 
sia. These  are  simplistic  and  inaccurate 
pictures  which  obscure  extensive  evo- 
lutionary, anatomic,  and  functional  dis- 
tinctions among  discrete  neurological 
structures  located  in  the  brain  stem, 
limbic  lobe  or  cerebral  cortex.  Each 
structure  plays  a  distinct  role  in  the 
regulation  of  aggressive  behavior. 

Every  behavior,  including  the  aggres- 
sive act,  has  its  neuroanatomy  and  neu- 
rochemistry.  Pathology  at  critical  loci 
or  involving  particular  neurotransmit- 
ters can  directly  affect  the  control  of 
aggression.  While  not  all  aggressive 
behavior  results  from  organic  pathol- 
ogy, we  gain  insight  into  both  organi- 
cally and  environmentally  elicited 
aggression  from  knowledge  of  the  func- 
tional anatomy  of  neural  circuits  regu- 
lating aggressive  behavior. 

The  pattern  of  aggression  resulting 
from  lesions  to  particular  structures  is 
best  appreciated  in  "pure  culture"— 
through  the  study  of  animals  and  human 
beings  whose  behavior  changed  after 
well  documented  focal  neurological 
injury  or  stimulation  of  specific  loci. 
To  illustrate  this  form  of  analysis,  I 
shall  briefly  summarize  the  roles  of  three 
structures  in  regulating  aggression:  at 
the  level  of  the  brain  stem,  the  hypo- 
thalamus; within  the  limbic  lobe,  the 
amygdaloid  complex;  and  within  the 
cerebral  hemispheres,  the  prefrontal 
granular  cortex. 


Sensory  inputs  to  the  primate  hy- 
pothalamus come  primarily  from 
internal  sources:  oral  cavity,  visceral 
organs  such  as  heart  and  gut,  and  the 
osmotic  and  hormonal  composition  of 
the  blood  stream.  The  direct  outputs  of 
the  hypothalamus  are  to  the  autonomic 
nervous  system,  the  pituitar^gland  con- 
trolling the  neuroendocrine  system,  and 
to  the  midbrain  and  spinal  motor  cen- 
ters that  elicit  stereotypic  movements. 
In  controlling  a  biological  drive  such 


as  feeding,  the  hypothalamus  relies  on 
a  hardwired  or  innate  antagonism  of 
excitatory  and  inhibitory  nuclei  (push- 
pull  control).  These  hardwired  systems 
lead  to  predictable  responses,  which 
are  not  modified  by  experience. 

For  example,  stimulation  of  the 
lateral  hypothalamic  area  initiates  feed- 
ing in  the  rat;  stimulation  of  the  ventro- 
medial region  rapidly  terminates  eating. 
High  glucose  levels  stimulate  ventro- 
medial neurons,  which  inhibit  the  lat- 
eral nucleus.  Ablation  of  the  lateral  area 
can  lead  to  starvation,  whereas  chemi- 
cal destruction  or  electrical  lesion 
of  the  ventromedial  region  results  in 
obesity. 

The  principle  of  "on  or  off"  elicita- 
tion  of  stereotypic  responses  also  applies 
to  aggression.  Following  cortical  abla- 
tion, stimulation  of  the  posterior  lateral 
hypothalamus  of  the  cat  elicits  "sham 
rage,"  a  combination  of  hissing,  hair 
standing  on  end,  pupil  dilation,  and 
extension  of  the  claws— which  repre- 
sent preparation  for  attack.  In  the  intact 
brain,  stimulation  of  the  posterior  lat- 
eral hypothalamus  will  shorten  the 
latency  for  predatory  attack  by  a  cat; 
stimulation  of  the  medial  ventral  area 
will  prolong  this  latency.  Attack  behav- 
ior can  be  facilitated  by  injecting  the 
hypothalamus  with  specific  neurotrans- 
mitters such  as  acetylcholine,  which  will 
promote  biting  attacks  of  a  rat  upon  a 
mouse  or  a  frog,  or  of  a  cat  upon  a 
mouse  or  a  rat.  Cholinergic  blockers 
will  eliminate  biting  attack,  even  in  nat- 
urally aggressive  cats  or  rats. 

Several  lines  of  evidence  support 
the  role  of  the  hypothalamus  and  cho- 
linergic pathways  in  particular  forms  of 
human  aggression.  With  an  expanding 
ventromedial  hypothalamic  neoplasm, 
a  previously  docile  young  woman  be- 
came indiscriminately  aggressive.  A 
child  with  extensive  brain  damage  due 
to  toxoplasmosis  viciously  attacked  and 
bit  anyone  who  approached.  He  denied 
the  intention  to  bite.  During  multiple 
pharmacological  trials,  his  attacks  were 
suppressed  only  by  cholinergic  antago- 
nists. Chemicals  increasing  the  avail- 
ability of  central  acetylcholine,  such  as 
cholinesterase  inhibitors,  can  precipi- 
tate aggression  and  have  possibly  con- 
tributed to  homicides. 


In  contrast  to  the  hypothalamus,  the 
amygdaloid  complex  receives  infor- 
mation from  multiple  cortical  sensory 
systems  focused  on  the  external  world. 
In  particular,  an  area  of  visual  cortex 
within  the  temporal  lobe,  which  is  spe- 
cialized for  object  recognition  in  cen- 
tral vision,  projects  extensively  to  the 
basolateral  sector  of  the  amygdala.  Pri- 
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mary  outputs  of  the  amygdala  include 
the  extrapyramidal  motor  system  and 
the  hypothalamus.  Many  observations 
suggest  a  fundamental  role  of  the  amyg- 
dala in  relating  sensory  experiences,  such 
as  seeing  a  particular  object,  to  biolog- 
ical drives  such  as  aggression. 

The  two  limbic  structures  within 
the  temporal  lobe— the  amygdala  and 
hippocampus— play  a  fundamental  role 
in  new  learning  and  memory.  The  amyg- 
dala may  be  particularly  relevant  for 
recall  of  the  affective  significance  of 
stimuli.  Following  bilateral  removal  of 
the  temporal  lobes  in  monkeys,  dra- 
matic behavior  changes  develop,  includ- 
ing the  eating  of  junk  objects,  loss  of 
selectivity  in  choosing  sexual  partners, 
and  suppression  of  fear  responses  (the 
Kluver-Bucy  syndrome). 

Removal  of  the  amygdala  in  most 
monkeys  results  in  taming  and  placid- 
ity. However,  amygdalectomy  in  sub- 
missive monkeys  has  lead  to  a  main- 
tained or  increased  level  of  aggression. 
This  suggests  that  the  fundamental  effect 
of  amygdalectomy  is  not  quantitative 
change,  but  a  modification  of  the  pre- 
viously acquired  pattern  of  linking  stim- 
uli with  aggressive  responses.  For 
example,  when  the  brains  two  hemi- 
spheres have  been  disconnected,  uni- 
lateral amygdalectomy  results  in  taming 
only  to  stimuli  presented  to  the  oper- 
ated hemisphere. 

In  humans,  bilateral  temporal  lobe 
damage  has  led  to  aspects  of  the  Kluver- 
Bucy  .syndrome,  including  the  loss  of 
aggressive  responses.  A  far  more  com- 
mon clinical  syndrome  is  the  class  of 
conditions  termed  temporal  lobe  epi- 
lepsy, in  which  abnormal  neuronal  excit- 
ability frequently  develops  within  tem- 
porolimbic  structures.  Patients  are  rarely 
aggressive  during  individual,  complex 
partial  seizures. 

More  recent  study,  however,  has 
focused  on  interictal  (between  seizures) 
behavior  of  patients  with  a  temporal 
lobe  focus.  An  "interictal  behavior  syn- 
drome" of  temporal  lobe  epilepsy  has 
been  described,  which  includes  deep- 
ening of  many  emotions,  a  sensitivity 
to  moral  issues,  often  with  religious 
and  philo.sophical  preoccupation,  and 
a  tendency  to  write  about  these  sub- 
jects at  length.  Such  patients  may  be 
specially  sensitive  ti^  slights  or  viola- 
tions of  princi[)le,  ami  experience  inlcnse 
anger.  .Strong  nn>ral  and  philosophical 
beliefs  oilcn  preckKlc  violent  acts,  but 
if  the  patient  does  act  aggressively,  his 
lx;havior  is  performed  in  clear  con.scious- 
ness  and  is  often  fi^IkAved  by  sincere 
regret.  Patients  vvhi^se  epileptic  fivi  are 
lateralized  to  the  iioiHloniinaiit  hemi- 
sphere may  attribute  aggression  to  an 
"alternative  personality." 


The  prefrontal  cortex  receives  exten- 
sive afferents  from  multiple  neocor- 
tical  association  areas.  There  are  den.se 
connections  with  the  inferior  parietal 
lobule,  an  area  of  the  primate  brain 
involved  in  surveying  extrapersonal 
space  for  relevant  stimuli.  Projections 
from  the  hypothalamus  via  the  dorsal 
medial  nucleus  of  the  thalamus  and  from 
temporal  limbic  structures  via  the  unci- 
nate fasciculus  potentially  inform  the 
frontal  lobe  of  both  internal  and  exter- 
nal stimuli  of  affective  significance. 

Direct  outputs  include  the  pyrami- 
dal motor  system,  the  extrapyramidal 
motor  system,  and  the  hypothalamus. 
Schematically,  the  prefrontal  cortex 
appears  to  integrate  a  current  account 
of  the  outside  world,  the  state  of  the 
internal  milieu,  and  the  appearance  of 
drive-relevant  stimuli  in  the  light  of  pre- 


vious  experiences  relating  to  biological 
drives.  The  frontal  lobe  constructs  an 
appropriate  behavioral  plan,  which  is 
consistent  with  experience  and  espe- 
cially the  rules  of  socialization,  in  order 
to  optimize  satisfaction  of  the  biologic 
drives.  The  simplest  summary  of  these 
complex  functions  in  man  is  "judgment." 

In  humans,  tianiage  to  the  tiorsal 
convexity  of  the  frontal  k>be  results  in 
an  absence  of  long-term  planning  be- 
havior—a state  oi  apathy  or  loss  of 
independence.  By  ct)ntrast,  damage  to 
the  orbital  undersurface  frequently  re- 
sults in  superficial,  reflexive  emotii^nal 
respiinses  outsitle  the  usual  social  con- 
trols. 

Orbital  frimial  lesions  iii  humans 
freciuently  lead  to  episixles  oi  transient 
irritability,  (ienerally,  such  a  patient 
strikes  cnit  quickly  after  temporary  and 
often  trivial  pixnocaliiMi.  Iheiv  is  little 
consitleration  of  the  social  rules  limit- 
ing aggiessi\e  beha\ior  or  the  ciMise- 
quenees  of  impulsive  outbursts.   F-or 
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example,  a  young  mother  with  exten- 
sive frontal  lobe  damage  became  irri- 
tated when  her  young  son  cried.  She 
then  abruptly  burned  his  arms  with  a 
cigarette  butt.  Moments  later  she  denied 
any  anger  and  was  relatively  uncon- 
cerned by  the  pain  and  injury  she  had 
caused. 

Some  processes  impair  multiple  lev- 
els of  circuitry.  Head  trauma  commonly 
results  in  both  a  temporolimbic  epilep- 
tic focus  and  structural  contusion  of 
the  orbital  frontal  cortex.  Such  patients 
may  develop  the  deepened  emotions 
and  anger  associated  with  the  interictal 
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There  is  a  hierarchical  control  of  aggres- 
sion in  the  human  brain.  The  three  gross 
levels  of  organization  are:  the  brain  stem 
I diencephalon.  midbrain,  pons,  medulla), 
the  limbic  lobe  (amygdala,  hippocampus, 
cingulate.  septal  complex),  and  the  cortical 
mantle  (neocortex  of  frontal  temporal,  pari- 
etal, and  occipital  lobes).  Each  level  con- 
tains interneurons  regulating  aggression  and 
related  biological  drives. 


behavior  syndrome,  and  fail  to  modu- 
late or  inhibit  aggressive  responses,  as 
is  typical  of  frontal  lesions.  Following 
head  injury,  one  such  patient  attempted 
to  murder  his  parents  and  former  girl- 
friend. The  mass  murderer  Henry  Lee 
Lukas  has  radiologically  documented 
lesions  of  temporal  and  frontal  areas. 


The  perspective  of  multiple  hierar- 
chical neural  controls  over  aggres- 
sion may  enhance  our  ability  to  under- 
stand, predict  and  control  human  vio- 
lence. But  I  am  aware  of  the  many 
simplifications,  qualifications  and  lim- 
itations involved  in  explaining  this  view- 
point. The  examples  of  aggression  de- 
scribed above  clearly  developed  de  novo 
after  unambiguous  brain  lesions. 

The  three  particular  anatomical 
structures  and  one  neurotransmitter  sys- 
tem I  chose  merely  hint  at  the  range  of 
structures  and  neurotransmitters  poten- 
tially involved  in  aggressive  behavior 
One  cannot  reduce  the  human  brain— 
and  much  less  a  living  being  with  a 
complex  interpersonal  history— to  the 
operation  of  selected  neuronal  circuits. 

It  is  certainly  not  my  suggestion 
that  all  human  aggression^as  a  pri- 
mary organic  or  structural  basis.  Rather, 
I  hope  that  an  anatomical-physiological 
analysis  may  clarify  the  nature  of  inter- 


actions among  environment,  learning 
and  neural  structure  at  various  levels  of 
the  nervous  system. 

The  hypothalamus  may  differ  little 
in  anatomy  or  neurochemistry  across 
many  mammalian  species,  and  it  does 
not  appear  to  be  modifiable  by  experi- 
ence. On  the  other  hand,  afferents  to 
the  primate  amygdala  diverge  exten- 
sively between  the  rat  and  higher  pri- 
mates. The  temporolimbic  structures 
are  critically  involved  in  learning,  on 
the  basis  of  experience,  specific  aggres- 
sive associations. 

The  prefrontal  association  cortex  is 
perhaps  the  most  uniquely  human  region 
of  the  brain,  occupying  roughly  seven 
times  the  volume  in  our  brain  com- 
pared to  our  nearest  living  ancestor, 
the  chimpanzee.  This  heterogenous 
structure  must  incorporate,  over  many 
years  of  painful  development,  the  com- 
plex and  often  conflicting  social  gener- 
alizations regarding  appropriate  expres- 
sion of  emotions,  such  as  anger  The 
availability  of  appropriate  environmen- 
tal models  for  impulse  control  is  thus 
as  essential  to  the  successful  operation 
of  the  adult  frontal  lobe  as  its  comple- 
ment of  neurotransmitters. 

To  build  a  bridge  between  organic 
and  functional  factors  in  human  aggres- 
sion, I  suspect  we  must  refine  the 
description  of  characteristic  aggressive 
syndromes  which  are  unambiguously 
linked  to  focal  lesions.  A  complemen- 
tary strategy  would  be  to  examine 
aggressive  individuals  for  subtle  impair- 
ment of  such  structures  as  the  hypo- 
thalamus, amygdala  or  frontal  cortex. 
These  limbic-related  areas  are  not  well 
assessed  by  the  traditional  neurologic 
examination,  lumbar  puncture  or  rou- 
tine electroencephalogram. 

In  all  likelihood,  we  will  need  to 
develop  new  measures.  Future  studies 
might  include  neuropsychological  instru- 
ments with  localizing  ability;  provoca- 
tive autonomic  and  neuroendocrine  mea- 
sures; controlled  quantitative  studies  of 
structural  variations  visualized  by  com- 
puterized tomography  or  magnetic  res- 
onance; and  metabolic  imaging— utiliz- 
ing such  technologies  as  subtractive 
positron  emission  tomography—  of  crit- 
ical stages  in  sensory-emotional  pro- 
cessing. It  is  m>'  belief  that  the  most 
successful  approach  to  human  aggres- 
sion will  integrate  anatomic,  physiolog- 
ical and  neurochemical  insights  with 
the  many  relevant  observations  unique 
to  human  psychology  and  sociology.  D 

David  Bear  71  is  director  of  neuropsy- 
chiatry in  the  department  of  psychia- 
try at  Vanderbilt  University  School  of 
Medicine. 
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What  I  call  the  Triumphant 
Person  is  an  adult  who  has 
suffered  overwhelming,  ex- 
cruciating, catastrophic 
experiences  or  devastating  losses,  and 
who  goes  on  to  become  stronger,  more 
creative,  and  more  contributing  than 
before.  They  might  be  expected  to  be 
at  the  highest  risk  for  post  traumatic 
stress  disorder,  or  to  suffer  stress-related 
illnesses,  or  to  simply  die  or  become 
creatively  impaired  for  life.  But  the 
crisis— instead  of  causing  chronic  ill- 
ness, death  or  a  permanent  impediment 
in  their  lives— seems  to  become  an 
enhancement  to  them.  Somehow  the 
injuries  they  suffer,  the  crises  they  expe- 
rience, become  an  opportunity  for  the 
betterment  of  their  growth  and  devel- 
opment. 

This  article  focuses  on  Tenzin 
Choedrak,  chief  physician  for  His  Holi- 
ness the  Dalai  Lama  XIV  of  Tibet.  It  is 
one  of  a  series  I  am  writing  on  world 


1988,  during  his  visits  to  my  home/office 
in  Brooklyn  Heights.  We  were  aided  by 
three  different  translators:  Namlha 
Taklha,  sister-in-law  of  His  Holiness  the 
Dalai  Lama  XIV,  who  was  then  execu- 
tive director  of  the  Tibetan  Medical 
Institute  in  Dharamsala,  India;  Namgyal 
Khorku;  and  Tinley  Nyandak,  U.S.  press 
representative  of  the  Dalai  Lama.  In 
preparation  for  my  first  interview,  I  stud- 
ied various  press  reports,  as  well  as 
John  Avedon's  highly  regarded  book, 
In  Exile  from  the  Land  of  Snows,  an 
account  of  Tibet  since  the  Chinese 
invasion. 


Tenzin  Choedrak  is  a  66-year-old 
physician  trained  in  Tibetan  medi- 
cine. He  was  promoted  to  chief  physi- 
cian of  His  Holiness  the  Dalai  Lama  of 
Tibet  in  1957,  and  beginning  in  1959, 
was  taken  prisoner  by  the  Communist 
Chinese.  He  remained  in  their  various 


figures  who  have  had  or  are  experienc- 
ing major  and  prolonged  catastrophes, 
but  who  suffer  minimal  physical  conse- 
quence and  relatively  few  signs  of  post 
traumatic  stress  disorder  (PTSD).  By 
sharing  their  coping  skills,  it  is  hoped 
that  we  can  learn  more  about  human 
survival  and  about  the  characteristics 
that  permitted  them  to  transcend  the 
ordinary  physical  and  psychological 
limits. 

The  interviews  with  Choedrak  took 
place  from  June  24,  1987  to  May  1, 

On  preceding  page.  Tenzin  Choedrak,  survi- 
vor of  21  years  in  Chinese  prisons,  meets 
Albert  C)-um. 


prisons  for  21  years,  17  of  which  his 
survival  was  endangered  daily.  He  was 
finally  released  in  1980. 

Namlha  Taklha  related  that  Mao 
Zedong  and  the  Communist  Chinese 
leadership  had  had  an  unwavering  desire 
to  make  an  example  of  Choedrak  in 
order  to  discredit  His  Holiness.  Since 
Choedrak  was  chief  physician  both  to 
His  Holiness  and  the  mother  of  His 
Holiness,  the  Chinese  regime  wanted 
Choedrak  to  denounce  publicly  these 
two  illustrious  patients  in  order  to 
achieve  a  propaganda  and  p^chologi- 
cal  victory  over  the  Tibetan  people. 
The  Chinese  Communists  felt  that  as 
His    Holiness's    personal    physician 


Choedrak  was  in  the  best  position  to 
know  intimate  details  about  the  Dalai 
Lama's  personal  life.  If  the  doctor  could 
be  forced  into  denouncing  him,  the 
Communists  would  have  an  invaluable 
propaganda  tool  to  mitigate  or  destroy 
His  Holiness's  influence  in  Tibet. 

They  urgently  needed  to  break  the 
doctor's  spirit  and  force  him  to  make 
some  kind  of  discrediting  or  false  state- 
ments. What  they  had  not  been  able  to 
obtain  by  physical  repression,  they 
hoped  to  achieve  by  such  a  psychologi- 
cal victory.  Resisting  their  will  and  tor- 
ture procedures  would  prove  to  be  a 
superhuman  feat. 

Of  the  very  elite  group  of  76  who 
were  especially  targeted  by  the  Chi- 
nese Communists  for  imprisonment 
in  the  infamous  Jiuzhen  Prison  inside  of 
China  (part  of  the  prison  system  that 
Time  magazine  referred  to  as  the  "Black 
Hole"  in  1949),  the  most  prominent  was 
Choedrak,  their  "prize  criminal."  Of 
the  original  76  who  were  sent  from 
Tibet  to  China,  only  three  others  sur- 
vive to  this  day. 

A  brief  description  of  Choedrak's 
incarceration  from  1959  to  1980:  His 
first  year  in  a  Chinese  prison  inside  of 
Tibet,  in  1959,  was  the  most  brutal  phys- 
ically. He  survived  four  thamzing  ses- 
sions. Thamzing,  loosely  translated, 
means  "struggle."  These  were  publicly 
conducted  sessions,  during  which  the 
prisoner  was  to  struggle  with  his  reac- 
tionary attitude.  They  were  in  fact  hor- 
rendous torture  sessions,  which  involved 
physical  and  mental  brutality  so  severe 
that  it  taxes  human  imagination. 
Choedrak  was  also  placed  in  solitary 
confinement  in  between  beatings,  in  a 
chain  device  with  links  that  automati- 
cally tightened  around  his  neck,  hands 
and  legs  whenever  he  tried  to  move. 
Most  prisoners  were  killed  at  this  stage 
or  bent  to  the  will  of  their  captors. 

The  physical  component  of  the 
thamzing  session  involved  an  excruci- 
atingly painful  torture  that  the  Chinese 
had  perfected  and  used  viciously.  They 
placed  ropes  around  and  under  the  sub- 
ject's shoulder  joints  and  suddenly  pulled 
them  in  such  a  way  that  the  shoulder 
joints  were  pulled  and  twisted  in  their 
sockets.  The  jerk  and  twist  was  fast 
and  traumatic.  It  created  a  crescendo 
of  pain,  like  an  electric  fire  going 
through  the  body,  producing  loss  of 


Dr.  Albert  Crum  is  writing  this  article  from 
the  perspective  of  a  clinical  practitioner  of 
psychiatry  with  the  ability  to  diagnose  post 
traumatic  stress  disorder.  He  is  not  familiar 
with  other  aspects  of  Tibetan  medicine  or  their 
value  and  applicability  to  Western  procedures. 
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bladder  and  bowel  control  and  con- 
sciousness. Occasionally  the  subject's 
shoulder  joint  was  pulled  out  of  its 
socket  and  the  ligaments  and  tendons 
ruptured  irreparably. 

What  Choedrak  recalls  as  the  most 
severe  discomfort,  however,  was  not 
the  physical  pain  of  brui.ses,  to  which 
he  said  the  body  gradually  becomes 
numbed.  It  was  that  the  fluid  balance 
of  the  body  becomes  so  disturbed  by 
trauma  that  the  thirst  for  water  becomes 
unbearable.  Such  thirst  can  produce  a 
psychosis.  During  our  meals  together.  I 
could  not  help  noticing  the  special  care 
and  diligence  with  which  he  drank  his 
water. 

Those  who  successfully  resisted 
thamzing  were  sent  to  China's  infamous 
Jiuzhen  Prison,  where  the  doctor  spent 
from  19.S9  to  19(i2.  .Sophisticated  psy- 
chok)gical  tortures  were  applied,  includ- 
ing starvation  and  unrelenting  attempts 
at  his  "re-education"  through  the  Red 
Book  of  Mao  Zedong.  The  doctor  was 
spietl  upt)n  ciinstantiy  during  the  "study 
periods."  He  countered  this  by  silently 
reciting  a  mantra  (prayer)  for  every  let- 
ter in  the  Red  Book. 

During  this  period,  the  prisoners 
were  forced  to  eat  worms  from  their 
own  excrement  to  survive.  .Starvation 
within  and  without  the  prison  was  ram- 
pant and  st>mo  Chinese  were  impris- 
t)ne(.l  for  cannibalism.  Choedrak  con- 
sumed his  own  leather  jacket  bit  by  bit 
in  order  to  survive. 

In  1%2.  still  unbroken,  he  was  re- 
t'lrned  to  Tilxn  to  the  noloricuis  Drapchi 
Prison,  where  he  remained  until  VX^"^. 
ihence  to  Sangvip  Prison  until  l'-)72, 
and  to  Yidulu   Prison  until  l'^)7(>.  At 


that  time  one  of  the  Chinese  physicians 
needed  help  for  a  personal  medical  mat- 
ter, and  Choedrak  helped  him.  During 
the  last  four  years  of  his  prison  sen- 
tence, he  was  permitted  to  resume  his 
duties  as  a  physician  for  Tibetans  at 
Utitu  Prison. 

Choedrak's  release  from  prison  in 
1980  came  about  when  the  Chinese 
authorities  wished  to  communicate  with 
His  Holiness  the  Dalai  Lama,  who  was 
in  exile  in  India.  When  an  envoy  came 
to  Lhasa,  Tibet  that  year,  he  discovered 
Choedrak  (whom  he  reported  to  have 
looked  "half  dead")  and  immediately 
made  a  special  high  request  to  permit 
him  to  leave  Tibet.  This  request  was 
granted,  whereupon  Choedrak  at  iong 
last  was  reunited  with  the  Tibetan  com- 
munity in  India. 

When  Choedrak  first  arrived  at 
our  home  office  in  Br(K>klyn  Heights 
he  was  greeted  at  the  door  by  Naomi 
Christman,  t)ne  of  my  ct>-wtirkers.  Fresh 
from  reading  about  his  iirdeals.  I  ex- 
pected to  see  a  classic  case  of  PTSD. 
But  in  anntumcing  him  by  intercom. 
Christman.  who  usually  gi\es  an  initial 
impression,  said:  "What  an  ama/ing 
spirit;  what  a  peaceful,  serene  individ- 
ual." 1  was  surpriseil. 

in  atlvance  of  i>ur  first  meeting 
with  Choeilrak.  I  was  already  deepK 
moveil  by  what  1  IkhI  read.  He  had 
laceil  all  manner  o{  uncertainties,  in- 
cluding the  likeliluHxl  of  ilealh.  on  a 
daily  basis.  1  expecleil  to  see  e\  itlencc 
of  emotional  scal^  imprinietl  on  his  per- 
sonality. The  long  ordeal  he  suffereil  is 
unique  in  the  magnituile  and  iluraiion 
of  its  cruells,  and  his  abilil\  to  endure 
it  appeareii  near  superhuman. 


I  delved  into  his  personal  and  family 
background.  Choedrak  was  born  pre- 
maturely at  seven  months  and  lost  his 
mother  shortly  after  birth.  He  was  nur- 
tured by  his  grandmother,  who  devoted 
much  attention  to  the  infant.  She  nursetl 
him  with  yak  milk  fed  from  a  horn  with 
a  special  skin  nipple.  Although  his 
grandmother  had  12  children  of  her 
own.  she  felt  very  protective  of  young 
Choedrak.  He  states.  "She  felt  sorry  for 
me  because  she  thought  that  stMiiething 
was  wrong  with  me."  She  was  "kind, 
hospitable  and  generous." 

Of  himself  in  his  early  years. 
Choedrak  said.  "I  was  slow  and  indis- 
tinct of  speech.  ...  I  liked  to  get  off  by 
myself  and  build  monasteries  out  of 
rocks  and  pebbles  like  an  .American 
chilli  plavs  with  bUxks.  When  I  was  10 
vears  okl  I  was  sent  to  Chixle  MiMias-, 
ter\.  a  tlav's  iournev  from  my  home  by 
foot.  I  felt  happ\  when  1  was  told  I  was 
going  ti^  the  monastery.  .  .  .  There  wea* 
70  monks  and  abrnit  .^0  students."  He 
was  semi-mute,  but  ".At  age  1.^  1  Ix'gan 
to  speak  clearly." 

A  cousin  of  Choeilrak's  mother  luul 
been  senior  tutor  to  His  Hi>linevs  the 
Dalai  Lama.  His  father  was  a  farmer 
When  Choedrak's  father  remarried,  his 
slepnu>ther  was  not  as  frieiully  to  him 
aiui  his  onl\  brother.  She  K>re  eight 
new  ehiklren  from  the  marriage. 

His  grandnuMher.  K'lie\ing  that  the 
ver\  best  place  for  him  \o  Iv  reareii 
wouki  be  a  monastery,  permitted  hun 
to  go  into  the  monastery  when  he  wa.s 
10  years  okl.  Thereafter,  the  course  of 
his  life  progressed  in  accordance  with 
life  in  a  I  ilvlan  inonasicr\.  where  \k 
iKvame  a  monk,  then  a  lama,  aikl  after- 


ward  studied  Tibetan  medicine  and 
became  a  physician. 

An  early  dream  he  had  before  enter- 
ing medical  training  was  considered  sig- 
nificant: "I  dreamed  that  I  was  playing 
the  Tibetan  flute  .  .  .  that  many  people 
poured  into  the  monastery  because  of 
my  playing  .  .  .  and  I  was  told  that  this 
was  an  omen,  that  some  day  I  would 
make  great  contributions." 

The  doctor  had  a  capacity  for  dedi- 
cation and  resolution,  which  did  not 
become  apparent  until  his  major  crisis. 
All  those  years  of  quiescence,  he  was 
building  an  internal  resolution,  an  inter- 
nal commitment,  that  would  be  tested 
in  the  most  extreme  circumstances. 

At  first  sight  of  Choedrak,  the  phys- 
ical signs  of  brutality  and  torture  he 
had  suffered  were  evident.  His  face  is 
slightly  asymmetrical.  His  teeth  had 
been  knocked  out  and  replaced  with 
false  ones,  and  his  left  eye  disfigured 
by  direct  and  repeated  blows  on  and 
around  the  face.  He  is  clinically  blind 
in  that  eye.  Yet  his  manner  was  indeed 
tranquil,  and  his  smile  warm,  inclusive 
and  radiant.  At  certain  times  during 
that  initial  meeting  his  face  would  light 
up  and  his  eyes  sparkle. 

In  addition  to  the  warmth,  joy  and 
inner  peace  that  emanated  from  his  eyes, 
the  touch  of  his  hands  impressed  me. 
Our  hands  first  came  together  in  an 
informal  hand  shake,  and  somehow  we 
unself-consciously  maintained  that  hand 
contact  for  several  lingering  seconds. 
The  touch  of  his  hand  was  unusually 
soft. 

Reviewing  his  ordeals  in  my  thoughts 
and  observing  his  serenity,  the  first  asso- 
ciation that  came  to  mind  was  St.  Ste- 


phen the  Apostle,  another  human  being 
who  had  been  made  to  suffer  for  his 
beliefs  and  for  his  leader. 

I  could  hardly  wait  until  our  inter- 
view got  underway.  I  wanted  to  under- 
stand those  qualities  that  would  enable 
a  human  being  to  triumph  over  such 
prolonged  adversity.  Not  only  would  I 
be  better  able  to  help  others  with  les- 
sons from  a  living  example,  but  I  could 
learn  insights  from  an  Eastern  tradi- 
tion and  share  them  with  the  West. 

From  my  training  in  American  med- 
icine and  practice  in  behavioral  science 
and  psychiatry,  I  was  in  the  habit  of 
associating  PTSD  with  individuals  who 
had  been  extremely  tortured  in  body 
and  mind.  Such  patients  characteristi- 
cally suffer  a  number  of  symptoms, 
notably  that  they  constantly  "relive"  the 
original  trauma,  either  in  waking  rumi- 
nations or  in  nightmares.  Sometimes 
an  ordinary  event— a  noise,  a  facial 
expression— may  irrationally  be  associ- 
ated with  the  original  trauma,  and  trig- 
ger a  sudden  sense  of  certainty  that  the 
trauma  is  happening  all  over  again  with 
all  of  its  original  terror.  Some  patients 
withdraw  from  the  world,  sleep  poorly, 
are  easily  startled,  and  suffer  the  exhaus- 
tion and  anxiety  of  being  constantly 
hypervigilant,  watchful  and  suspicious. 
Many  such  patients,  having  come 
through  life-threatening  experiences, 
also  feel  guilty  about  having  survived, 
when  others  were  not  so  fortunate.  The 
latter  is  a  common  finding  among  vet- 
erans of  the  Vietnam  War  or  victims  of 
the  concentration  camps  who  have 
PTSD. 

In  talking  with  Choedrak,  however, 
I  saw  no  such  signs  and  symptoms.  All 


the  same,  I  felt  they  would  surely  emerge 
as  the  interview  developed. 

I  proceeded  to  question  the  doctor 
in  detail.  He  has  no  nightmares  at  pres- 
ent, and  he  reported  only  two  signifi- 
cant nightmares  since  his  release  in  1980 
from  Communist  imprisonment.  He  had 
his  first  nightmare  in  1983  when  he  was 
visiting  Milan.  He  was  aroused  for  some 
unknown  reason— some  environmental 
stimulation  may  have  made  him  feel  he 
was  temporarily  back  in  prison— and 
when  he  woke  he  was  in  a  state  of 
acute  agitation.  This  was  gradually 
relieved  after  he  oriented  himself.  The 
second  nightmare  was  in  1983.  The  doc- 
tor was  very  exhausted  on  a  trip  to 
Germany,  and  he  woke  with  similar 
fears,  but  his  agitation  was  not  as  strong 
as  in  Milan. 

The  interpreter,  Namlha  Taklha, 
added  that  this  relatively  asymptomatic 
course  is  by  no  means  common  in  Tibet- 
ans who  have  undergone  cruelties  and 
deprivations.  She  explained  that  her 
mother,  along  with  many  other  Tibet- 
ans of  her  acquaintance,  had  many 
nightmares  after  they  escaped  to  India. 
Only  individuals  with  a  high  state  of 
spiritual  and  emotional  development  like 
the  doctor  or  other  highly  developed 
lamas  did  not. 

Choedrak  feels  anger  on  rare  occa- 
sions, but  his  personality  is  mild  man- 
nered, humorous  and  warm,  compas- 
sionate and  insightful.  He  has  not  over- 
generalized  his  situation;  he  could  and 
can  discern  who  were  his  enemies  and 
who  were  not.  He  still  becomes  upset 
and  tense  when  in  the  presence  of  Chi- 
nese authorities,  but  he  is  usually  com- 
fortable with  other  Chinese  people. 
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What  I  choose  to  term  the  doctor's 
"sentinel  anxiety"  (defined  here  as  a 
normal  alerting  anxiety  response  to  var- 
ious environmental  stimulations)  is 
highly  functional,  specific  and  short- 
lived. He  has  not  degenerated  into  blan- 
ket generalizations,  although  he  suffered 
21  years  of  victimization.  Feelings  of 
suspicion  and  distrust  have  nor  become 
significant,  pervasive  or  free  floating 
so  as  to  project  hate  or  distrust  toward 
the  world. 

There  is  no  grimness,  pessimism, 
gloom  and  heaviness  in  his  outlook. 
Many  torture  victims  become  so  im- 
paired by  their  torture  experience  that 
they  develop  the  same  level  of  hatred 
that  their  captors  possessed.  Even  when 
they  are  free,  they  remain  imprisoned 
by  the  past  and  thus  become  an  insepa- 
rable part  of  their  hated  past. 

Choedrak  works  very  hard  and  en- 
joys his  work.  He  is  more  productive 
now  than  before  and  has  continued  activ- 
ities on  behalf  of  the  Tibetan  people 
and  others.  The  reverse  is  usually  true 
of  PTSD  victims.  For  several  years  after 
his  release,  his  confidence  was  low  and 
he  felt  depressed,  and  during  that  period 
he  avoided  speaking  about  his  prison 
experience.  Nevertheless,  he  was  rein- 
stated in  his  position  as  chief  physician 
to  His  Holiness  three  weeks  after  com- 
ing out  of  prison.  In  a  personal  audi- 
ence with  His  Holiness  the  Dalai  Lama 
in  Dharamsala,  India,  on  November  20, 
1980,  the  doctor  wept  with  emotion  at 
their  long-awaited  reunion. 

People  who  suffer  PTSD  frequently 
generalize  and  draw  blanket  and  perva- 
sive conclusions  about  all  people,  not 
just  their  tormentors.  And  there  are 
often  great  unresolved  feelings  for  re- 
venge. Both  were  absent  in  Choedrak. 
His  personality  is  pleasant,  engaging 
and  stable,  and  his  mood  is  even,  with- 
out wide  swings  either  high  or  low. 

Physically.  Choetlrak  has  slightly 
elevated  blood  pressure,  1,^0  90,  which 
is  not  treated  with  any  medication.  He 
has  occasional  sttmiach  acidity  antl  indi- 
gestion. He  attributes  the  gastrointesti- 
nal symptoms  to  the  nutritional  ilepri- 
vation  he  suffered  (.luring  imprisonment 
and  the  \  ile  fare  prisoners  had  to  ingest. 

He  has  no  physical  pain,  nt)  head- 
aches. His  appetite  is  healthy,  and  he 
reports  normal  sleeping  patterns.  There 
is  no  hyperalertness  ov  exaggeratetl  star- 
tle rcspon.se,  aiul  no  constricted  ari'ecl. 
no  feelings  of  detachment  or  estrange- 
ment Uom  i>the!s. 

From  his  ftnir  brutal  ihtiinzirii;  ses- 
sions, his  right  eardrum  is  perforatetl 
and  he  is  clinically  blind  in  his  left  eve. 
He  stated  that  in  many  of  the  torture 
sessions,  "the  Chinese  faw^reil  a  spe- 


cial rubber  boot  treatment.  We  prison- 
ers were  beaten  about  the  face  and 
most  sensitive  parts  of  our  body  with 
the  rubber  heel  of  a  boot.  .  .  .  The  rub- 
ber heel  delivered  a  special  kind  of 
sting  which  was  horribly  painful."  After 
one  such  beating  he  said  his  head  looked 
like  a  featureless  ball.  After  torture  ses- 
sions he  would  either  become  uncon- 
scious or  the  pain  would  seem  to  merge 
into  a  feeling  of  numbness.  Possibly 
this  was  an  example  of  his  body's  creat- 
ing natural  endorphins  to  reduce  pain. 

Choedrak  lived  daily  with  death  and 
all  forms  of  stress,  but  he  feels  his  belief 
system  allowed  him  to  interpret  the  expe- 
rience in  a  way  that  prevented  perma- 
nent destabilization  of  his  personality 
or  a  desire  for  suicide.  The  doctor  under- 
stood that  his  imprisonment  by  the  Chi- 
nese Communists  was  a  finite  expe- 
rience—full of  pain  and  terror,  but  finite. 
He  did  not  extend  it  as  anger  or  grim- 
ness toward  the  whole  world.  Further- 
more, in  his  belief  system,  this  in  ex- 
tremis experience  had  value. 

He  has  no  guilt  and  no  desires  for 
vengeance.  These  seem  to  be  interre- 
lated. People  who  are  obsessed  with 
vengeance  frequently  have  guilt  because 
they  know  they  would  do  to  the  adver- 
sary the  same  thing  which  they  most 
regret  was  done  to  them.  They  know 
they  would  not  spare  their  adversary  if 
the  roles  were  now  reversed. 

Another  form  of  guilt  is  created  by 
having  survived  while  others  died. 
Choedrak  had  profound  compassit^n  for 
those  who  suffered  and  died.  He  was 
forced  to  witness  many  executions  and 
grieved  sorely,  but  he  personally  did 
not  assume  the  guilt. 


Since  his  continuing  endurance  and 
survival  were  a  discredit  to  his  cap- 
tors and  their  regime,  how  was  it  that  a 
powerful  and  brutal  regime  had  spared 
him,  1  wondered.  His  survival  could 
have  been  interpreted  as  giving  power 
to  him  and  his  cause.  The  temptatii>n 
for  them  to  muitler  him  outright  nuist 
have  seemed  almost  irresistible. 

I  also  hatl  great  incentive  to  learn 
more  about  the  subtleties  of  the  dynamic 
process  and  the  critical  cue-taking  be- 
tween an  aggres.sor  and  a  victim.  On  a 
few  occasit>ns  early  in  my  career.  I  hatl 
facetl  the  possibility  of  jihysical  i.ianger 
at  the  hands  of  \iolotit  patients,  ami 
was  |)ersonally  inloresied  in  learning 
more  about  survival  under  such  cir- 
cumstances. 

1  was  aware  that  either  survival 
or  ticath  could  result  from  the  nature 
of  that  rapiil  interchange  of  subliminal 
feelings.   When   one   person   has   the 
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his  imprisonment  by  the 

Chinese  Communists  was  a 
finite  experience— full 

of  pain  and  terror,  but  finite. 


power  of  life  and  death  over  another,  it 
is  often  the  subtlest  of  feelings  that 
prevents  the  outbreak  of  violence,  that 
breaks  the  force  of  the  aggressor's  fatal 
blow,  or  reduces  the  number  of  blows 
to  just  one  less  than  fatal. 

Or  the  reverse  is  possible,  in  that 
certain  feelings  can  trigger  a  violent  or 
fatal  attack.  I  have  chosen  the  term 
"dialogue  of  feelings"  to  express  the 
emotional  communication,  usually  non- 
verbal and  subliminal,  that  passes  be- 
tween individuals.  Here  the  dialogue  of 
feelings  was  between  an  aggressor  and 
a  victim  or  intended  victim.  The  vic- 
tim, without  a  material  means  of  de- 
fense, was  armed  only  with  certain  feel- 
ings or  their  absence  to  protect  himself 
from  a  fatal  onslaught.  AnK>ng  the  pr«.>- 
tective  feelings  are  sincerity,  directness, 
intensity  and  honesty,  together  with  the 
absence  of  other  excitatory  feelings, 
namely,  anxiety,  fear  and  inappropriate 
guilt  that  could  be  fatal.  Even  experi- 
encing a  short  ordeal  gi\es  one  an  appre- 
ciation of  the  great  significance  of 
Choedrak's  prolonged  onleals. 

"How  was  it  possible  for  you  to  sur- 
vive 21  years  of  daily  life-emlangering 
situations'.'"  I  wanted  to  know.  "What 
was  it  that  reduced  or  weakened  the 
fatal  bknvs  of  your  captors  so  that  you 
are  here  with  us  ivKlay'.'"" 

Choetlrak  put  his  right  haiul  on  his 
chin.  He  pauscil  and  seemcil  to  turn 
dee|>l\  within  himself.  When  he  spt>ke 
it  was  with  quiet  energy.  He  began  by 
addressing  four  basic  points; 

First,  he  quoteil  a  favorite  Buddhist 
saying:  "\'our  enemy  is  leaching  \vhi 
patience." 

In  this  mi>si  ad\erse  of  circum- 
stance and  lireailful  human  cvMuiition. 
Chocilrak  felt  'some  Ivnefii  was  Iving 
gained  and  some  human  greatness  was 
being  accomplished"  He  fell  thai  he 
was  "deriving  svnuelhmg  Mnporiani  and 
being  improved  by  this  extivme  exfUTi- 
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ence."  His  demeanor  and  deportment 
were  elevated  to  more  transcendent  reac- 
tions than  anger  and  revenge.  "Any  offen- 
siveness  or  arrogance  or  gesture  to  agi- 
tate my  captors,  any  attempt  to  'have 
the  last  word'  could  have  been  fatal.  .  .  . 
On  the  other  hand,  being  too  fright- 
ened or  begging  for  mercy  also  could 
have  been  fatal." 

Choedrak  put  this  into  a  clinical 
framework  with  an  example  from 
Tibetan  medicine:  "When  a  patient 
comes  to  you  in  a  state  of  agitation,  if 
you  are  kind  and  gentle,  the  patient  will 
respond  to  your  kindness  and  gentle- 
ness. If  the  patient's  'wind  energy" 
(roughly  equivalent  to  level  of  anxiety 
or  agitation)  is  already  disturbed,  and 
the  doctor  is  harsh  and  severe,  then  the 
patient's  wind  energy  becomes  even 
more  disturbed.  If  the  wind  energy  dis- 
turbance is  in  your  aggressor,  your  atti- 
tude, as  manifested  in  the  wind  energy 
you  emanate,  can  produce  either  more 
agitation  and  danger  or  lessen  the  agi- 
tation and  danger.  ...  It  is  very  impor- 
tant to  have  a  tranquil  wind  energy." 

Choedrak's  next  point  was  related 
to  his  feelings  about  people  in  general. 
"One  maintains  a  degree  of  dignity  while 
respecting  the  dignity  of  another.  Re- 
member, your  enemy  is  one  who  has 
within  him  the  seeds  of  obtaining 
Buddhahood."  I  realized  that  the  impli- 
cation of  Choedrak's  reasoning  was  far- 
reaching  and  inclusive:  By  focusing  on 


Choedrak  s  verbal  responses 


to  his  attackers'  accusations 


were  limited  to  two  state- 


ments: "Think  on  the  truth,'' 


and  "Be  reasonable." 


the  commonality  and  interrelatedness 
of  the  human  bond,  he  was  able  to 
reduce  his  own  fear  and  emotional 
separateness. 

Despite  being  worlds  apart  ideo- 
logically, with  one  party  being  intent 
on  hatred  and  destruction  and  the 
other  on  caring  and  human  betterment, 
Choedrak  did  not  assume  a  self-righ- 
teous attitude  toward  his  tormentors. 
Instead  he  reflected  on  that  which  they 


held  in  common:  "The  enemy  was  hu- 
man like  myself,  and  I  believed  that 
the  enemy  had  the  seeds  of  obtaining 
Buddhahood."  His  sincere  ability,  even 
in  moments  of  terror,  to  appreciate  a 
commonality  that  united  him  and  his 
tormentors  undoubtedly  had  a  soften- 
ing effect  on  his  captors. 

Instead  of  seeing  the  enemy  purely 
as  a  feared  object,  the  doctor  beheld 
"just  another  person  who  was  also 
in  adverse  circumstances  and  who 
would  one  day  have  to  pay  a  great  price 
for  his  cruel  deeds."  In  other  words, 
Choedrak  was  saying  that  his  captor's 
mind  had  been  programmed  to  deny 
his  perceptions  of  human  relatedness 
by  compartmentalizing  and  "focusing 
on  differences  rather  than  sameness." 
Choedrak  never  lost  sight  of  the  bond 
he  shared  with  his  fellow  humans  in 
this  situation.  He  had  incorporated  a 
Buddhist  principle:  "It  is  important  to 
realize  our  sameness  as  human  beings." 
and  "To  be  human  is  basic:  all  the 
other  trappings— education,  status, 
race,  religion,  orientation— are  really 
secondary  to  the  true  bond  that  should 
unite  people." 

The  third  precept  that  guided 
Choedrak  and  affected  the  outcome 
was:  "Remember  to  be  humble  and  to 
forget  about  pride."  Given  his  situation, 
he  said,  "Pride  would  have  been  viewed 
by  my  tormentors  as  a  form  of  arro- 
gance, and  arrogance  could  result  in 
death."  In  clinical  terms,  exhibiting 
pride  could  have  produced  certain  self- 
defeating  defenses  and  counter-reactions 
that  frequently  escalate  tensions  and 
lead  to  fatality.  His  calmness  and  humil- 
ity obviously  defused  emotional  cata- 
clysms. Arrogance,  contempt,  scorn, 
vengeance  or  pleading  or  begging  could 
have  evoked  in  his  captors  just  the  extra 
rage-energy  they  needed  to  annihilate 
him.  Choedrak  never  asked  for  mercy, 
and  his  verbal  responses  to  his  attack- 
ers' accusations  were  mainly  limited  to 
two  statements:  "Think  on  the  truth," 
and  "Be  reasonable." 

His  last  point  on  this  occasion 
dealt  with  the  propagation  of  violence. 
Choedrak  said  that  "hatred  and  ven- 
geance toward  the  enemy  are  the  wrong 
feelings,  because  violence  breeds  more 
violence,"  and  "The  enemy  is  someone 
you  need  not  fear.  But  when  one  gener- 
ates hatred  and  vengeance,  one  brings 
out  the  captor's  agitation,  and  he  is  the 
one  in  control." 

I  inquired  if  these  principles  came 
to  mind  during  the  thamzing  sessions?" 
Choedrak  explained  that  tksmzing  in- 
volved physical  trauma  of  such  extreme 
intensity  that  he  was  unable  to  reason. 
"In  that  instant,  the  mind  suffered  such 


shock  and  the  body  such  physical  pain 
that  it  was  impossible  to  concentrate." 

The  concentration  and  meditation 
necessary  for  a  "stable  mental  state" 
were  practiced  long  before,  so  that  in 
the  emergency  one  is  already  prepared. 
I  feel  in  Western  terms  this  can  be 
better  understood  if  we  call  them  prac- 
tices in  behavioral  preparation.  They 
allow  the  individual  to  put  himself  on 
"hold"  as  an  airplane  is  put  "on  auto- 
matic pilot,"  because  the  mind  is  pre- 
pared long  before.  The  thoughts  are 
not  groping,  nor  made  desperate  by 
unpredictable  turns  of  event. 

It  would  thus  appear  that  one  of 
the  vital  benefits  of  his  meditation  and 
prayer  practice  is  gaining  a  state  of 
mind  whereby  he  is  prepared  for  adver- 
sity—for the  existential  emergencies  of 
life— and  not  caught  off  guard.  I  have 
seen  this  practiced  in  various  forms  by 
different  leaders.  The  shock  and  sting 
and  surprise— the  stress  (or  distress) 
response— is  greatly  reduced  or  absent. 

Hearing  Choedrak  made  me  aware 
that  I  was  listening  to  lessons  in  human 
survival  from  a  most  remarkable  human 
being,  one  who  had  been  put  through 
unbelievable  mental  and  physical  tor- 
ture and  who  had  demonstrated  verita- 
ble superhuman  transcendence  over 
adversity. 

People  are  understandably  mystified 
as  to  how  someone  can  withstand  great 
and  prolonged  physical  tortures  and 
mental  brutalizations,  plus  constant  dis- 
orienting and  destabilizing  uncertainty. 
Such  confusion  is  reasonable  if  we  only 
take  into  account  the  biological  and 
physical  aspects  of  a  human  being.  How- 
ever, there  are  certain  characteristics 
that  seem  to  give  the  Triumphant  Per- 
son's physical  and  mental  capabilities  a 
powerful  extension. 

In  Choedrak's  case,  his  sense  of 
high  purpose  and  his  belief  system  were 
interrelated  to  and  indivisible  from  his 
life.  These  concepts  were  so  well  inte- 
grated in  his  being  that  even  the  ex- 
tremes of  pain  and  uncertainty  could 
not  minimize  their  survival  value.  Many 
people  who,  for  example,  suffer  from 
the  prolonged  and  intense  pain  of  can- 
cer or  other  illness  or  from  the  mental 
pain  of  catastrophic  disappointments 
and  losses  often  contemplate  ending 
their  lives  because  life  is  too  painful  to 
go  on  physically  or  mentally.  Often, 
they  do  not  find  life  worth  living  because 
they  see  life  as  unbearable,  untenable 
and  meaningless. 

In  Choedrak's  case,  these  impedi- 
ments and  crises  were  transformed  into 
part  of  his  purpose  for  living,  and  para- 
doxically, they  gave  him  renewed  energy 
and  determination  to  live.  This  concept 
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of  using  crisis  for  benefit  defies  our 
limited  understanding  of  human  sur- 
vival capabilities,  especially  when  we 
try  to  understand  a  persons  capability 
only  in  terms  of  his/her  physical  endow- 
ment or  other  physical  criteria. 

To  give  an  example  of  physical  lim- 
itation, imagine  a  fawn  is  being  hunted. 
One  can  safely  say  that  if  the  fawn  is 
struck  with  an  arrow,  it  will  weaken, 
lose  blood,  etc.  If  the  hunter  continues 
to  pursue  it  and  strikes  it  with  another 
arrow,  the  fawn  becomes  weaker  The 
hunter  becomes  invigorated,  feeling  that 
the  kill  is  near  His  expectations  are 
reinforced  that  soon  his  appetite  will 
be  satisfied  as  he  sees  the  fawn  losing 
more  blood.  If  he  wounds  the  fawn  a 
third  or  fourth  time,  the  fawns  death  is 
predictably  imminent. 

However,  something  unique  occurs 
to  the  human  capability  for  survival 
in  someone  with  a  resolved  mind. 
Choedrak  vividly  illustrates  this.  You 
wound  the  person.  You  metaphorically 
strike  him  with  an  arrow.  By  all  intents 
and  measures,  the  person  should  be 
dead  or  dying  soon.  But  he  lives,  he 
continues  to  live  and  begins  to  thrive. 
Insteatl  of  lx.'coming  weaker,  he  lx:comes 
stronger 

The  aggressor  strikes  him  with 
another  arrow  and  thinks:  "Oh  surely 
he  will  die  now;  surely  he  will  submit 
now."  But  the  individuals  ciMiiniitniont 
and  strength  conlinuos  lo  be  augineiiled 
and  refocuscil  antl  oiihancctl.  Ihis  pcv- 
•sons  belief  system  ami  sense  oi  high 
purpose  incorpt>rates  the  crisis,  which 
.somehow  invigorates  his  being.  That 
gives  him  the  addetl  energy  to  noi  only 
survive,  but  to  triumph. 

The  pers(.>ii  in  this  epic  of  survival 


and  triumph  demonstrates  a  kind  of 
transcendence— transcendence  beyond 
normal  human  limitations.  The  limits 
of  one's  capabilities  become  expanded 
and  usual  barriers  are  overcome.  This 
capability  for  transcendence  beyond 
ordinary  physical  limits  will  undoubt- 
edly be  better  understood  as  we  unravel 
more  of  the  intricacies  of  the  mind. 

The  dimension  of  stress  to  which 
we  refer  in  Choedrak's  case  was  so 
severe,  it  was  capable  of  permanently 
distorting  the  body  mentally,  physitv 
logically  and  physically.  The  degree  of 
survival  energy  to  maintain  and  restore 
the  body  must  have  been  equally  for- 
midable. Imagine  what  synch ronicity, 
integration  and  level  of  energy  would 
be  needed  not  only  to  save  a  city  being 
ravaged  by  a  storm,  but  to  reverse  the 
storm  so  it  does  minimal  harm  to  the 
city.  Each  individual  has  enornu^us  inner 
sources  of  survival  energy.  In  the  Tri- 
umphant Person,  however,  that  energ\ 
is  maximally  utili/able  and  is  an  essen- 
tial element  in  highly  functional  sur- 
vival skills. 

An  individual's  personal  need  (or 
survival,  however  great,  usually  follows 
certain  rules  of  physical  liniilation.  Hmv- 
ever  strong  an  individuals  personal 
desire  and  tenaciousness  io  live  may 
be.  if  it  is  not  coupled  with  (he  requi- 
site high  morale,  the  imlividual's  life 
may  not  be  able  u>  sustain  itself  for 
prolonged  periods  in  limes  of  great 
catastrophe. 

liiCiuvilnikscasc.liisivliefsNstem 
the  principles  of  Buddhism  aiul  worUl 
peace— was  felt  to  Ix"  longer  lasting  and 
more  important  than  his  imlividual  life. 
Paratloxicallv.  by  iu>t  being  afraid  lo 
lose  his  life,  he  helpeil  save  his  life. 


Since  he  was  not  holding  on  to  life  so 
tightly,  he  was  not  permeated  by  corro- 
sive anxiety  and  fear  Prolonged  anxiety 
and  fear  are  not  only  able  to  kill  perse, 
but  they  also  can  attract  substantial 
aggression  in  a  dangerous  situation. 

The  Triumphant  Person  attains  this 
inner  peace  with  his  or  her  motives  and 
has  tranquility  in  his  her  ennHional 
house.  There  seems  to  be  major  sur- 
vival benefits  to  ha\ing  harmony  and 
peace  with  one's  motive.  When  a  per- 
son has  such  peace  and  harmony,  the 
total  resources  of  the  bcxiy.  its  chemis- 
try and  physiology  seem  to  be  attuned. 
harnK)nious  and  comptised. 

In  order  lo  insure  maximal  survival, 
these  inner  ft^rees  ha\e  lo  be  unified, 
cohesive  and  working  together.  In  a 
crisis  during  the  life  of  the  Triumphant 
R;rson,  the  stre.vs  is  usuall\  ciMiiing  fn.^m 
the  outside,  nor  the  inside.  B\  having 
minimal  internal  warring  facliiMis.  the 
bo(.ly"s  resources  seem  to  be  maximally 
preserwd.  maintained  uiuler  the  mi>si 
adverse  circumstances.  Buddhists  feel 
ihis  inner  peace  is  only  possible  when 
the  motive  is  unifiei.1  anil  not  in  ci>nflict 
with  the  rest  of  the  Kxly 

.•\nolher  eharacieristie  of  ihe  Tri- 
umphant Person  is  thai  he  or  she  is  not 
afiaid  to  undertake  goals  (.ir  engage  life  — 
win  i^r  lose.  He  she  is  not  afraid  lo  pay 
the  price  required  lo  reach  a  goal.  The 
mission  is  fell  lo  Ix-  worth  il.  aixl  is 
greater  than  the  individual's  sclf-siriv- 
ings.  Also  the  nature  of  the  motive  thai 
energi/es  the  Iriumphaiii  IVrson  seems 
more  self-suslaiiung  and  levs  person- 
ally oriented,  and  consequent ly  levs  siis- 
eepiible  lo  ihe  emotions  of  vulnerabil- 
ity-namely,  anxiety,  fear,  guili  and 
depression.   When  endeavvirs  l^o  not 
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work  out,  they  do  not  seem  to  repre- 
sent a  personal  "failure,"  because  the 
individual  is  at  peace  with  his/her 
motives. 

Strength  is  obtained  by  a  constant 
inner  focus  on  motives  through  medita- 
tion, introspection,  self -reflection  or 
prayer.  Triumphant  People  review  what 
is  guiding  their  actions;  what  are  the 
true  reasons  why  they  are  doing  what 
they  are  doing  in  the  present;  and  the 
true  reason  why  they  did  what  they  did 
in  the  past. 

In  Buddhist  teaching,  the  right  inten- 
tion (right  motive)  is  the  true  substance 
of  a  person  (second  step  of  the  Eight- 
Fold  Path).  By  being  at  inner  peace 
with  one's  motives,  a  person  transcends 
the  transitory  nature  of  temporal  ap- 


causes  and  effects. 

Success  or  failure,  approbation  or 
censure,  are  often  decided  by  what 
humans  can  see  and  interpret  of  other 
humans  during  the  period  of  their  lives. 
But  in  the  face  of  the  overriding  princi- 
ples of  cause  and  effect  and  true  intent 
(motive),  such  transitory  assessments 
amount  to  little,  are  surface  usually, 
and  have  little  or  no  depth.  Unless  they 
represent  the  true  essence,  or  the  true 
motive,  they  are  not  viewed  as  truly 
important. 

The  Triumphant  Person  is  also  en- 
hanced and  fortified  by  goals  that  reach 
beyond  self-serving  ends.  Being  needed, 
wanted  and  essential  provides  high 
energy,  even  when  those  who  receive 
benefits  from  their  efforts  are  not  con- 


proval  or  disapproval,  failure  or  suc- 
cess. When  motives  are  aligned  with 
the  highest  human  strivings,  a  person  is 
at  peace.  By  going  to  the  heart  of  the 
motive,  each  action,  each  thought,  how- 
ever small  or  imperceptible,  is  taken 
into  account  in  terms  of  its  cause  and 
effect. 

In  Choedrak's  case,  he  feels  that 
this  cause  and  effect  is  a  natural  and 
true  phenomena.  It  is  as  if  the  things 
one  does  were  being  recorded  in  the 
great  computer  of  eternity.  It  is  felt  by 
Choedrak  and  other  Buddhists  that  this 
cause  and  effect  principle  affects  any 
outcome,  no  matter  whether  it  was  seen 
or  unseen  by  the  natural  eye  or  observed 
by  others.  For  example,  if  one  takes 
harmful  substances  into  the  body,  how- 
ever minimally,  there  will  be  an  effect 
on  the  body— even  if  that  effect  is  sub- 
liminal, not  observable,  and  despite  the 
fact  that  it  may  be  reversible  by  other 


stantly  at  their  side  to  reinforce  the 
energy  with  expressions  of  apprecia- 
tion or  gratitude.  This  is  not  to  say  that 
other  motives  cannot  also  create  excel- 
lence of  achievement,  but  other  mo- 
tives —self -promotion ,  self-glorification , 
self-attainment— do  not  seem  to  give 
the  same  feeling  of  sustained,  inner 
peace. 

By  helping  His  Holiness  and  work- 
ing for  an  inclusiveness  and  interrela- 
tionship with  all  humanity,  Choedrak 
was  extending  his  powers.  This  in  turn 
provided  a  strong  feeling  of  connected- 
ness and  involvement.  He  was  so  active 
in  the  use  and  development  of  his  tal- 
ents that  they  continually  enhanced  his 
will  to  live.  His  survival  skills  for  tran- 
scendence in  crisis  were  also  augmented. 

Survival  energy  can  b^een  in  a 
mother  fighting  to  protect  her  children. 
She  knows  she  must  survive  to  protect 
them,  and  defies  cold,  danger,  and 


ordinary  frailties  and  weaknesses. 
Choedrak's  need  to  serve  his  people 
and  His  Holiness,  and  thus  indirectly 
the  people  of  the  world,  was  so  sustain- 
ing, so  invigorating,  that  the  rules  of 
physical  survival  have  to  be  reevalu- 
ated by  his  example. 

Choedrak  embodies  another  qual- 
ity of  the  Triumphant  Person.  He  is 
actively  engaged  in  pursuing  his  high 
purpose  in  life.  In  his  case,  it  is  not  a 
theoretical  potential  somehow  hidden 
in  his  being,  but  it  has  actually  reached 
fruition  and  is  functional  in  his  every- 
day life.  For  Triumphant  Persons  this 
constant  activity  in  their  chosen  field 
implements  their  feeling  of  high  pur- 
pose and  augments  survival.  They  know 
they  are  needed  and  essential. 

Choedrak  described  meditation, 
prayers,  mantras  and  visualizations  that 
enhanced  profoundly  his  underlying  will 
to  live  and  his  preparation  to  withstand 
adversity.  However,  these  modalities 
appear  utilizable  to  their  fullest  capac- 
ity only  when  a  belief  system  and  a 
sense  of  high  purpose  are  in  place  to 
provide  a  necessary  foundation.  Their 
benefits  seem  to  be  commensurate  with 
the  persons  motive  and  commitment 
and  sincerity.  In  other  words,  these  tech- 
niques and  methods  can  have  great  ben- 
efit or  little  or  no  benefit,  depending  on 
what  inner  forces  motivate  them.       D 

Albert  Cmm  '57  is  medical  director  of 
Psychiatric  Services  International,  EC. 
and  clinical  professor  of  behavioral  sci- 
ence at  New  York  University.  As  a  clini- 
cal psychiatrist,  he  is  very  interested  in 
the  ways  that  successful  individuals  and 
persons  in  high-stress  occupations,  such 
as  the  healing  professions,  handle  the 
effects  of  stress. 


For  Further  Reading: 

For  valuable  discussions  and 
points  of  view  about  youths  who 
triumph  over  life-threatening  circum- 
stances and/  or  chaotic  and  danger- 
ous childhoods,  see  "The  Victorious 
Personality,"  hy  Gail  Sheehy,  The  New 
York  Times  Magazine,  April  20, 
1986,  Page  24  and  "Thriving  Despite 
Hardship:  Key  Childhood  Traits  Iden- 
tified," by  Daniel  Goleman,  The  New 
York  Times,  October  13.  1987,  Page 
C-1.  Also,  Dr.  Raymond  B.  Flannery 
Jn,  has  a  valuable  article  in  the  Har- 
vard Medical  School  Health  Letter, 
February  5,  1989,  which  highlights 
certain  preventive  measures  to  be 
taken  against  ordinary  stress. 
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Negligence 

A  Short  Story  by  George  S.  Bascom 


Dr.  Hosea  Hardy  is  a  fixture  on 
Deep  Creels,  a  plain,  old-fash- 
ioned country  doctor  who  has 
given  shots  to  three  genera- 
tions of  patients.  Doc's  practice  proba- 
bly wouldn't  work  anywhere  else,  but  it 
does  on  Deep  Creek.  He  has  a  regular 
practice,  people  of  all  ages  and  sizes, 
but  he  aKso  does  a  little  animal  work  on 
the  side.  He  keeps  saying  he  doesn't 
want  to  encourage  that  part  of  his  prac- 
tice. After  all  I'rank  lishburn  is  a  gixnl 
frientl  aiul  a  fine  vet  who  limits  his 
clientele  strictly  to  animals.  But  lit- 
tle kids  still  bring  birds  ami  li/anls  lo 
him,  and  Doc  likes  to  do  what  he  can 
for  them.  I  sat  in  his  waiting  room  half 
an  hour  one  time  while  he  baiulaged  a 
Muscovy  ikick  for  the  little  Kornbcck 
girls. 

Doc  still  makes  house  calls,  likes 
them  in  fact.  .Sometimes  people  get  him 
to  throw  in  a  little  work  on  their  live- 
stock, and  he  docs  it  cheerfully  He 
likes  animals  and  feels  uuiliv  about 


charging  S4.5()  for  a  country  call  if  he 
sees  only  one  patient.  .So  Doc  and  his 
battered  old  Ford  Galaxie  are  part  oi 
the  natural  enviriMimeni  around  here. 

He  is  short  and  jilump.  with  a  fringe 
of  while  hair  arouml  his  Itakl  dome.  His 
china  blue  eyes  peer  dreamil\  at  tlie 
\\o\\d  Ihnnigh  gold-rimmed  spectacles 
usually  perched  halfway  down  his  nose. 
Nobixly  ever  saw  him  nuul.  "1  like  to 
pick  u|i  the  pieces."  he  says.  ".Somelxxly 
else  will  ha\e  to  bust  things  up." 

DiK'  diK'sni  ojieralc  anymore  or 
dcliwr  babies.  But  he  si  ill  lakes  care  of 
k>ts  of  people.  He  says  the  trick  is  know- 
ing what  you  doiu  know  and  ne\er  being 
loo  proud  to  ask  for  help.  Thnnigh  his 
decatles  of  practice,  he  has  learned  to 
lell  whether  someone  is  sick  or  not 
really  sick.  If  the>  are.  he  gels  help 
right  away  since  meilicine  is  moving 
loo  fast  for  him  to  keep  up.  Hut  most 
jK'ople  aren't  really  sick  so  an  igiUMant 
okl  ikK'tor  can't  hurl  them  as  kmg  as  ho 
resists  the  lemplalion  lo  inlerfere  with 
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nature.  He  does  try  to  keep  up  on  dan- 
gerous treatments  so  he  can  avoid  them. 
If  he  can't  help,  he  doesn't  want  to 
hurt. 

He  gets  along  fine  that  way  with  the 
other  doctors  including  the  vets.  Oh, 
some  new  ones  think  he  ought  to  retire, 
but  the  older  ones  know  he's  smarter 
than  he  lets  on.  They  tell  stories  of 
unexpected  shrewdness,  times  those 
simple  china  blue  eyes  see  things  spe- 
cialists overlook.  He  is  absent-minded, 
lord  knows,  but  he  is  smart. 


I  hate  to  have  to  say  it,  but  he  is  also 
one  of  the  worst  drivers  in  the  county. 
He  sits  so  low  in  his  Ford  that  the  dash 
is  at  eye  level.  He  prefers  the  center  of 
the  road  and  has  a  way  of  backing  out 
of  his  drive  with  more  trust  than  cau- 
tion. His  driving  habits  led  to  the  trou- 
ble that  particular  day.  Doc  was  driving 
down  the  middle  of  Deep  Creek  Road 
as  usual  on  his  way  to  check  one  of 
Fred  Kornbeck's  kids  and  a  yellow  cat. 
On  down  the  road  one  of  Old  Man 
Offut's  prize  Poland  China  hogs  was 
ailing  so  he  planned  on  a  stop  there, 
too. 

Now  everyone  on  Deep  Creek  plans 
to  move  over  when  Doc  shows  up— the 
county  grades  the  ditches  wide  and  shal- 
low just  for  that  reason.  Doc  isn't  proud 
of  it.  He  knows  it  isn't  safe  driving  down 
the  middle  of  the  road  taking  bearings 
from  fences  and  power  lines  on  either 
side.  But  he  just  isn't  built  right  for  a 
car.  K  he  sits  higher,  he  can't  reach  the 
brake  and  foot  feed.  People  on  Deep 
Creek  understand  that  and  make  allow- 
ance for  it.  They  pull  over  or,  if  they 
have  a  wide  load  like  a  rake  or  a  com- 
bine, they  call  Doc  and  warn  him  off 
the  road.  When  he  does  accidentally 
crumple  a  fender,  they  just  get  it  fixed 
without  a  lot  of  fuss.  Doc  always  drives 
slow  and  never  has  hit  anyone  hard.  He 
takes  care  of  dents  and  is  so  honest  and 
good  natured  about  his  driving  prob- 
lems that  nobody  minds.  Well,  nobody 
on  Deep  Creek. 

Outsiders  naturally  wouldn't  know 
Doc  so  they  couldn't  be  expected  to 
make  the  customary  adjustments.  Doc 
realizes  that  and  doesn't  bear  a  grudge 
about  it.  Not  even  after  all  Jerry  Skurk 
put  him  through  with  his  bright  red 
Corvette. 

To  this  day  nobody  can  understand 
what  he  was  doing  on  the  gravel  of  the 
Deep  Creek  road.  Oh,  Skurk  said  he 
was  early  for  an  appointment  and  wanted 
to  try  a  new  route  off  1-70.  He  said— 
you  and  I  both  know  how  far  you  can 
trust  what  a  lawyer  says— he  said  he 
needed  to  check  his  map.  That's  why       ^ 
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he  was  bent  over  in  the  front  seat,  to 
get  to  the  glove  compartment. 

And,  as  fate  would  have  it,  that's 
when  Doc  Hardy  came  over  the  little 
rise  doing  about  thirty  in  his  battered 
old  Ford.  As  usual  he  was  in  the  middle 
of  the  road  or  maybe  even  a  little  to  the 
left.  He  said  something  warned  him 
there  might  be  a  car  ahead— he  had  a 
sixth  sense  about  such  things.  He  hitched 
himself  up  in  the  seat  to  take  a  look 
over  the  hood  and  accidentally  tramped 
down  on  the  gas  pedal.  That  gave  him 
a  little  extra  speed  as  he  went  head  on 
into  Jerry  Skurk 's  bright  red  Corvette, 
sitting  there  big  as  life  and  taking  up 
the  entire  right  lane. 

Doc  and  his  Ford  had  been  through 
plenty  of  collisions  before  and  neither 
one  took  any  real  harm.  Muffy  Under- 
wood repairs  Doc's  cars  and  has  added 
reinforcements  here  and  there  that  keep 
his  work  down  to  a  minimum  after  a 
wreck.  But  the  Corvette  was  crumpled. 
At  first  Doc  thought  he'd  hit  an  empty 
car  but  then  he  heard  a  steady  holler- 
ing from  it.  He  found  lawyer  Jerry  Skurk 
bent  over  with  his  head  and  shoulders 
pinned  under  the  dashboard  so  he 
couldn't  move.  His  coat  and  shirttails 
were  pulled  up  and  his  expensive  pants 
pulled  low.  When  Doc  looked  in  the 
window,  the  first  thing  he  saw  was  a 
wide  expanse  of  rump.  He  said  he  could 
tell  from  the  way  it  quivered  that  its 
owner  was  mad  as  a  hornet  but  not 
really  hurt. 

IDoc  is  always  pleasant  in  these  cir- 
cumstances. He  poked  his  head  in  the 
window  and  patted  the  rump.  "Howdy, 
stranger,"  he  said.  "I'm  Doc  Hardy.  It 
looks  like  I  run  into  you,  but  you  don't 
look  hurt,  just  stuck." 

A  muffled  response  rose  from  be- 
neath the  dash.  Doc  said  at  first  he 
thought  Skurk  was  worrying  about  his 
shoes  and  told  him  he  couldn't  reach 
them.  But  when  he  listened  closer  he 
could  make  out  he  was  yelling,  "I'll 
sue!  I'll  sue!",  over  and  over  again. 

Doc  sensed  he  was  upset.  "Now, 
now,"  he  said.  "There  ain't  any  need  for 
that.  I'll  pay  for  your  dents,  and  I'm 
real  sorry  for  all  the  trouble." 

Doc  said  the  large  white  buttocks 
surged  up  at  him.  "I'll  sue,"  Skurk 
yelled.  "Get  me  out  of  here.  I'm  trapped. 
I  might  be  dying." 

Doc  told  him  to  calm  down.  He 
wasn't  hurt,  and  they'd  just  have  to  wait 
until  help  came  along  to  pry  the  seat 
and  dash  apart. 

Skurk  yelled,  "How  do  you  know 
I'm  not  hurt?  How  do  you  know?" 

Doc  explained  he  was  a  medical 
doctor  and  Skurk  wouldn't  be  yelling 
like  that  if  he  were. 
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There  was  another  surge  of  com- 
motion between  Skurk's  shirttail  and 
his  pants,  from  his  short  ribs  to  what 
Doc  calls  the  intergluteal  crease.  The 
lawyer  solemnly  promised  to  sue  him 
for  everything  he  had,  first  for  hitting 
him  and  his  Corvette  and  second  for 
just  standing  there.  "Do  something,"  he 
hollered.  "You're  a  doctor.  For  God's 
sake  do  something!" 

Doc  wanted  to  help  of  course.  All 
he  could  think  of  was  a  shot.  After  all 
there  was  the  upper  half  of  both  but- 
tocks and  he  had  plenty  of  syringes.  He 
hustled  over  tt)  the  Ford  which  was 
sitting  patiently,  a  wisp  of  steam  rising 
from  its  grill.  He  admits  he  was  sort  of 
rattled,  the  lawyer  hollering  at  him  and 
all.  And  (hen  any  doctor  can  get  mixed 
up  about  patients— you'd  have  to  have 
seen  the  lawyer's  behind  to  untlerstand  ~ 
and  he'd  hail  his  mind  set  on  vaccinat- 
ing old  man  Offut's  Poland  China.  All 
of  which  added  up  to  his  grabbing  a 
syringe  of  hog  cholera  vaccine  when  he 
really  figured  on  giving  a  tetanus  lKK)sier. 

He  triided  back  to  the  Corvette  aiKJ 
fiHHul  the  plump  buttocks  exposed  as 
before  and  the  same  raucous  ht)llering 
going  on,  "Do  something,  damn  it,  do 
something!" 

"All  right."  Doc  saiil.  "HoUl  still  a 
minute.  This  might  hurt." 

"What  might  hurl?  What  might 
hurt?" 

"A  shot,"  Doc  said. 

"A  shot?  A  .shot?  What  kiiul  of 
shot?"  Doc  saiil  the  lawver's   rump 


shrank  away  from  the  window  more 
than  he'd  have  thought  possible  in  so 
fleshy  a  man. 

He  figured  any  more  discussion 
would  only  prolong  the  lawyer's  anxiety 
and  exasperation,  so  he  wiped  a  patch 
of  skin  with  alcohol,  impaled  it  with 
his  needle,  and  shoved  the  vaccine  into 
the  suddenly  arching  buttock.  Doc  said 
the  lawyer  cursed  and  bucked  and  car- 
ried on  like  he'd  been  baycmetted.  The 
tirade  was  so  interesting  that  se\eral 
minutes  passed  before  he  k>oked  at  his 
syringe  and  realized  his  little  slip  uii. 

"Oh.  oh,"  he  said. 

The  lawyer  had  stopped  for  breath. 
He  heard  L3oc  and  wanted  to  kninv  \vh\ 
he  said  "i)h.  oh." 

Doc  told  him  it  wasn't  an\  thing  seri- 
ous. He'd  just  meant  togiw  him  a  teta- 
nus slK>t.  He  fell  si)  bad  anil  mad  at 
himself  about  the  mistake  that  he  hus- 
tled right  back  to  his  car  for  a  tetanus 
syringe.  This  time  he  maile  absoluteK 
sure  of  it.  ignoring  the  drumroil  of  ques- 
tions and  imprecations  coming  out  from 
under  the  Corwites  dashboard. 

By  now  Doc  was  in  a  no-nonsense 
mooil  anil  gave  the  shot  in  the  miildle 
of  a  threat,  this  lime  in  the  other  but- 
tock and  without  warning.  That  stirred 
up  another  hornet's  nest.  More  cussing 
and  abuse  and  threats  even  though  he 
was  doing  his  level  best  to  help.  Wk' 
pointed  out  that  the  Deep  Creek  road 
is  not  a  hospital.  Ingratitude  is  alwavs 
hard  to  bear 
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done  all  he  could  until  help  came.  The 
lawyer  kept  after  him  about  the  first 
shot.  "What  was  the  first  one?  How 
come  you  said  oh.  oh'?" 

"Well,  I  said  that  because  it  was 
hog  cholera  vaccine." 

"Hog  cholera!  Hog  cholera!"  he 
howled.  "You  gave  me  a  hog  cholera 
shot?  Hog  cholera— hog  cholera— hog 
cholera??"  He  drew  hog  cholera  out 
like  a  hound  dog  sitting  on  a  nail.  Dix: 
said  his  voice  went  up  an  octave  at  a 
time  and  nearly  maile  soprano  before  it 
broke.  Doc  stayeil  with  the  lawyer  but 
kept  pretty  quiet  after  that  since  every- 
thing he  said  seemed  to  rile  him  up. 
Joel  anil  Amos  came  along  aKnit  then 
in  their  pickup.  They  farm  out  there 
and  are  famous  for  their  helpfulness. 
They  could  hear  the  lawyer  a  quarter 
of  a  mile  away  even  over  their  bail 
muffler  He  hail  a  carrying  voice.  Those 
two  big  farmers  [irieil  the  dashlxiaal 
and  the  seat  apart  and  .Skurk  popped 
up  like  a  jack  in  the  Kix.  red  faced. 
rumiiled.  sweatv.  anil  mad.  He  was  hold- 
ing the  back  of  his  head  where  he'd 
tven  bumping  it  against  the  dash.  "Lixik 
at  my  cat."  he  howled.  'LiH»k  what  you 
dill  to  it."  He  buried  his  face  in  his 
hands  anil  then  straightened  up.  "Ail 
right."  he  saiil.  "Names  anil  addresses." 
.So  .loci  and  Amos  and  IXv  gathered 
around  and  spelled  them  out.  The  law- 
yer got  lest\  when  IXv  spellcil  "divlor" 
out  for  him  letter  b\  letter.  '1  know  Ikav 
to  spell  diKMor,"  he  spai.  Ii  hurl  Doc's 
feelinus  a  little,  but  he  overKn^kcil  it. 
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Two  or  three  times  he  tried  to  tell  him 
he'd  cover  the  damage,  but  the  lawyer 
didn't  pay  any  attention.  He  said  he  was 
sure  it  would  be  taken  care  of.  Then  he 
got  a  camera  out  of  his  car  and  took 
pictures  of  everybody.  He  had  Joel  take 
a  couple  of  him  with  his  tie  all  twisted 
and  a  look  of  awful  pain  on  his  face. 
He  was  all  business. 

The  police  investigation  took  only 
a  few  minutes.  They  called  Muffy 
Underwood  and  before  long  he  came 
down  the  road  in  his  customized  wrecker, 
the  only  one  in  the  county— maybe  the 
Midwest— with  a  racing  stripe  and 
chrome  exhausts.  Muffy  always  wears 
a  slightly  bewildered  expression  which 
is  a  true  reflection  of  his  state  of  mind 
since  he  pays  little  attention  to  any- 
thing said.  Muffy  looked  at  Doc's  Ford 
with  an  experienced  eye  and  thought 
Doc  could  drive  it  home  but  needed  to 
get  his  wheels  aligned  next  week.  Then 
he  hooked  his  tow  truck  up  to  the  Cor- 
vette. Joel  and  Amos  could  tell  he  was 
admiring  it  since  he  didn't  hear  any- 
thing they  told  him.  Just  to  show  off  a 
little,  Muffy  threw  some  gravel  when 
he  took  off  but  settled  down  and  went 
round  the  bend  with  the  battered  Cor- 
vette swaying  behind. 

The  police  offered  lawyer  Skurk  a 
ride.  He  groaned  as  he  sat  down  and 
tried  to  get  comfortable.  "I'll  see  you  in 
court  for  this,"  he  moaned  as  they 
pulled  away. 

Skurk  set  great  store  by  his  Cor- 
vette. He  told  Brewers  he  wanted  it 
fixed  up  as  good  as  new  or  better  and 
to  spare  no  expense.  Specs  Shea  is 
Brewers  service  manager  and  always 
carries  a  clipboard.  He  bustled  around 
writing  everything  down,  making  spe- 
cial notes  about  exactly  how  Skurk 
wanted  things  fixed  and  in  what  order. 
It  is  the  part  Specs  likes  best  about  his 
job  because  people  seem  so  happy  in 
those  moments  when  he  is  writing  down 
their  problems  and  promising  to  get 
right  on  them.  It  is  Specs"  long  experi- 
ence they  are  never  that  happy  again. 

The  service  department  at  Brewer's 
is  kind  of  a  democracy  where  everyone 
does  his  own  job  and  tries  not  to  inter- 
fere with  the  others.  The  mechanics  let 
Specs  write  things  down,  and  he  lets 
them  fix  the  cars.  Muffy  Underwood 
had  already  claimed  the  Corvette  since 
he  hauled  it  in.  It  made  Specs  a  little 
nervous  because  he  generally  had  to 
face  customers  when  they  picked  up 
their  vehicles.  He'd  learned  through  the 
years  that  Muffy  was  one  to  forget  a 
part  or  sometimes  improvise  a  little  if  he 
ran  into  a  problem  that  interested  him. 
Specs  had  said  something  about  it.  He 
explained  to  Muffy  that  he  was  person- 


ally responsible  for  all  the  work  that 
went  out  of  there  and  since  he  was  so 
busy  with  estimates  and  customer  rela- 
tions he  didn't  have  time  to  check  things 
like  he  wanted  to  so  would  Muffy  just 
do  the  things  he  put  down  on  the  list 
and  not  add  extras  and  leave  things  off. 
Muffy  absently  said  he  would  get  on  it 
right  after  he  found  a  ratchet  head  he 
needed.  Specs  sighed  and  went  off  for 
some  more  coffee.  But  fair  is  fair,  and 
Muffy  did  tow  the  Corvette  in.  So  he 
was  the  one— along  with  Mike  Good  in 
the  body  shop— to  fix  it  up.  It  turns  out 
that  was  an  important  development. 


The  lawyer  left  town  in  a  rented 
Pontiac,  and  everyone  figured  they'd 
seen  the  last  of  him.  But  two  days  later 
Doc  showed  up  in  Kent  Thompson's 
office  and  dropped  a  registered  letter 
on  his  desk.  Kent  is  one  of  our  good 
citizens.  He  is  smart  as  a  whip  and 
knows  the  law,  but  as  a  lawyer  he  has 
two  great  weaknesses:  he  likes  people 
and  he's  honest.  So  his  practice  fea- 
tures lots  of  helping  and  only  a  little 
prosperity. 

Kent  looked  at  the  letter.  "Well, 
Doc,  you're  getting  sued.  Oh,  boy,  Jerry 
Skurk.  He  charges  you  with  reckless 
driving,  assault,  negligent  and  unau- 
thorized medical  treatment  which  has 
resulted  in  severe  pain,  suffering,  men- 
tal anguish,  and  permanent  psychologi- 
cal harm  to  the  plaintiff.  A  million 
dollars." 

Doc  sat  down.  "Good  heavens,  a 
million  dollars.  I  never  charged  him  for 
the  tetanus  shot." 

When  Kent  got  the  whole  story,  he 
shook  his  head  and  allowed  Doc  was  in 
pretty  serious  trouble  what  with  run- 
ning into  a  parked  Corvette,  giving  a 
hog  cholera  shot,  and  then  a  tetanus 
shot  without  written  permission. 

"How  was  I  going  to  get  it  in  writ- 
ing? He  was  stuck  under  the  dashboard 
howling  like  a  banshee  for  me  to  do 
something." 

Kent  looked  gloomy.  He  said  Skurk 
had  a  seamy  reputation  and  without 
witnesses  or  something  in  writing  it 
would  be  hard  to  show  legal  consent. 
Doc  has  a  stubborn  streak.  He  said 
he'd  fight  it  all  the  way.  He  never  gave  a 
million  dollar  shot  in  his  life,  and  he 
wasn't  going  to  start  now. 

When  Joel  and  Amos  heard  about 
the  suit,  they  offered  to  help.  Amos 
said  they  might  ask  the  lawyer  to  change 
his  mind.  Doc  didn't  think  i^-ivould  do 
any  good,  but  he  didn't  care  if  they 
tried.  So  they  called  Skurk 's  office  three 
times.  His  secretary  always  took  their 


names  but  never  called  back.  Their 
wives,  Jael  and  Martha,  thought  the 
world  of  Doc  and  kept  a  lot  of  pressure 
on  the  men  about  it.  Jael  wanted  to 
countersue  for  10  million  for  upsetting 
everybody  and  Martha  thought  they 
ought  to  contact  his  church  and  bring 
the  matter  before  the  congregation  in  a 
spirit  of  love.  She  had  scripture  to  sup- 
port her.  But  Jael  came  up  with  some- 
thing from  Luke,  "Woe  to  you  lawyers! 
for  you  have  taken  away  the  key  of 
knowledge;  you  did  not  enter  yourselves, 
and  you  hindered  those  who  were  enter- 
ing." "Woe  to  you  lawyers,"  she  kept 
muttering  every  time  the  matter  came 
up. 

Finally  Joel  and  Amos  simply  got  in 
their  pickup  and  drove  to  Topeka.  They 
located  Skurk "s  office  in  the  KPL  Build- 
ing, up  on  the  tenth  floor,  air  condi- 
tioned and  with  art  work  on  the  walls 
done  by  the  handicapped  judging  by 
the  way  none  came  close  to  being  rec- 
ognizable. They  credited  Skurk  for  dis- 
playing the  work  of  the  less  fortunate 
like  that. 

They  shuffled  over  to  the  desk  in 
their  overalls  and  work  shoes  and  told 
the  secretary  they'd  come  about  a  law- 
suit. She  whisked  them  right  in  to  Jerry 
Skurk"s  book  lined  office.  Skurk  looked 
a  lot  better  than  he  had  on  Deep  Creek. 
He  wore  an  expensive,  unwrinkled  suit, 
a  silk  shirt  and  matching  tie.  He  flashed 
a  huge  diamond  ring  and  a  gold  wrist- 
watch  at  them  as  they  introduced  them- 
selves and  shook  hands. 

"Well,  gentleman,"  he  said  briskly, 
"who  do  you  want  to  sue?" 

"Actually,  nobody,"  Amos  said.  "In 
fact  we  come  here  to  reason  with  you 
about  Doc  Hardy." 

"Reason  with  me?"  Skurk  drew  him- 
self up  and  took  on  a  lawyerly  look— 
one  of  detachment  from  reality  and 
righteousness.  "Reason  with  me?  Gen- 
tlemen, you  are  in  the  office  of  the 
most  successful  trial  lawyer  in  the  state. 
I  have  won  more  suits  than  most  other 
lawyers  try  in  a  lifetime.  I  don"t  start  a 
suit  unless  I  know  I  will  win.  There's  no 
money  in  defeat,  gentlemen.  I  don't  have 
time  for  it.  Now,  I  propose  to  get  a 
substantial  settlement  from  Doctor 
Hardy,  an  incompetent  who  caused  me 
pain  and  suffering.  A  substantial  settle- 
ment, gentlemen.  You  can't  reason  me 
out  of  the  facts,  and  you  can't  reason 
me  out  of  the  law.  Laws  were  enacted 
by  our  founding  fathers  to  protect  the 
innocent  against  the  depredations  of 
the  evil  and  incompetent."  His  voice 
swelled  to  a  vibrant  carrying  tone  that 
made  windows  and  vases  quiver.  "No, 
gentlemen,"  he  said,  dropping  suddenly 
to  a  prayerful  whisper,  "you  could  rea- 
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son  me  out  of  money.  But  this  is  a 
matter  of  principle,  a  matter  of  consti- 
tution, the  God  given  right  to  be  com- 
pensated for  wrongful  injury.  In  this 
suit  I  represent  all  of  suffering  man- 
kind. I  cannot  turn  my  back  on  the 
sacred  provisions  of  the  Constitution 
or  the  rights  of  my  fellow  man." 

Joel  and  Amos  sat  there  a  minute 
thinking  about  it.  Amos  finally  spoke 
up.  He  admitted  he  hadnt  thought  of  it 
that  way  before,  like  a  sacred  duty.  Joel 
said  he  hadn't  either,  and  he  had  to 
respect  the  lawyer  for  his  principles 
when  all  along  he'd  thought  it  was  just 
money  he  was  after. 

"Oh,  not  at  all,  not  at  all,"  the  law- 
yer said.  He  used  his  hands  a  lot  when 
he  talked,  and  Joel  and  Amos  after- 
ward remembered  how  the  light  kept 
glancing  off  his  diamond,  nearly  blind- 
ing them. 

"Still,"  Joel  said  after  another  min- 
ute. "Constitution  and  all,  it  does  seem 
a  little  hard  on  old  Doc.  He  really  is  a 
good  man,  takes  gotxl  care  of  his  pa- 
tients. We  sure  hate  to  see  him  go 
through  a  lawsuit  like  this.  He's  taking 
it  pretty  hard." 

"Ah,  yes,"  the  lawyer  said  with  a 
gentle  smile.  "A  good  man.  A  giuxi 
man."  He  paused,  then  spi>ke  as  if  hit 
by  a  sutldcn  thought.  "Doesn't  the  Bible 
siiy.  By  their  fruits  ye  shall  kiuAv  ihem'.'"  " 

He  hatl  them  there.  They  both  knew 
it  did.  He  pointed  out  thai  Doc  had 
done  him  terrible  harm  and  those  were 
the  only  fruits  he  knew  about. 
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Amos  said  the  lawyer  looked  pretty 
healthy  and  prosperous  in  spite  of  the 
accident  and  shots,  but  the  lawyer  cut 
him  short.  He  said  you  can't  tell  how 
much  a  man  has  suffered  just  by  look- 
ing at  him.  He  said  he'd  get  up  to  show 
them  to  the  door  except  that  his  pain- 
ful injuries  prevented  it.  He  suddenly 
looked  so  miserable  that  it  dawned  on 
Joel  and  Amos  they  ought  to  leave  in 
common  courtesy  even  though  the\ 
hadn't  softened  him  up  a  bit. 


On  the  way  home  they  talked  about 
how  complicated  life  is.  Their 
friend.  Doc.  as  gootl  a  man  as  they 
knew,  had  inflicted  injury  on  lawyer 
-Skurk,  a  high  principled  and  ciMistitu- 
tional  man.  They  were  caught  between 
an  okl  friendship  and  a  k)fty  love  of  law 
and  man.  Thev  hatl  a  powerful  urge 
somehow  to  make  peace  between  the 
parties,  but  to  help  one  seenietl  likelv 
to  hurl  the  other  What  they  needeil 
was  a  way  to  help  them  both  at  once. 

They  were  inipiessei.1  by  the  pride 
the  lawyer  tcH)k  in  his  shiny  Corvette.  If 
they  could  help  Muffy  fix  it,  even  im- 
pro\e  on  its  performance,  it  would  erase 
the  damage  lX>c  had  iknie  to  it.  It  wouki 
ease  the  situation  a  lot  and.  to  their 
relief,  it  would  finalK  give  iheni  some- 
thing to  tell  theii  wises.  It  was  the  kind 
of  concrete  project  they  hail  prrnen 
themselves  on  time  and  time  again. 

They  couldn't  wait  to  talk  to  Muffy 
Underwood.   rhe\  knew  he'd  fall  rii:ht 


in  with  it.  Muffy  is  pudgy,  greasy,  and  a 
little  otherworldly.  He  has  a  deep  inter- 
est in  engines  and  transmi,ssk)ns  and  in 
little  else  and  an  easily  kindled  fire  of 
enthusiasm,  just  like  Joel  and  Amos. 
Once  interested  he  lets  nothing  stand  in 
his  way.  ncH  General  Motors  or  public 
opinion,  and  certainly  not  .Specs  Shea. 
When  Joel  and  Amt^s  explained  the  sit- 
uation to  him.  Muffy  seemed  about  to 
understand.  At  least  he  looked  at  them 
once  or  twice.  The\  put  quite  a  bit  of 
emphasis  on  impnning  the  Corvette 
and  that  got  his  attention.  "You  want 
me  to  nuxlifx  it.  pcnver  it  up".'"  he  asked. 
'Anything  that  will  make  it  a  better 
car  than  when  Dv>c  hit  it."  they  said. 
They  tokl  him  Doc  would  cover  the 

Cl)St. 

Of  course,  it's  eas\  Ux^king  back  to 
see  the  mistake.  But  people  are  unpre- 
dictable. Nolxxly  can  change  that.  It's  a 
risk  you  take  whenever  you  try  some- 
thing, no  matter  how  pure  \our  inten- 
tions. 

Once  Muff\  had  his  mission,  he 
went  hard  io  work  on  it.  Specs  came  by 
every  morning  with  a  list  of  other  things 
for  him  to  i.\o  which  Muff\  ignv>reil. 
Joel  anil  .Amos  da»p|>ed  in  nearK  ewry 
dav  lo  see  the  car  come  back  lo  life. 
Mike  CnHxl  had  the  Kxly  snxxMh  aixl 
shining  before  long.  In  the  far  ihm  ner  of 
the  slu>p  Muffy  was  bus\  IS  hourN  a 
day.  NoIxxIn,  least  of  all  Specs.  kixAvs 
exactly  what  he  iliil.  Sonx"  sa\  he  fixoil 
the  carburetor  and  installed  a  lurKv 
charter.  IxMcd  cNliixlers  aixl  chanvjed 
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the  transmission.  Whatever  he  did  took 
considerable  time,  but  when  it  was  over, 
Muffy  had  a  happy  look  on  his  tired, 
greasy  face. 


Meanwhile  a  pre-trial  hearing  had 
been  set  up.  Judge  Harkin  was 
imported  from  Marshall  County  since 
Doc  had  treated  all  the  local  judiciary 
one  time  or  another.  He  was  a  pretty 
stiff  old  bird  who  wouldn't  stand  for 
any  foolishness.  Kent  Thompson  ex- 
pected a  bad  time,  but  things  turned 
out  even  worse.  For  one  thing  Doc  had 
the  unshakable  habit  of  speaking  the 
truth,  the  whole  truth,  and  nothing  but 
the  truth.  Nobody  quite  knew  how  to 
handle  that  in  a  courtroom. 

Doc  was  the  first  witness.  He  told 
the  court  he  was  driving  down  the  mid- 
dle of  the  road,  couldn't  see  where  he 
was  going,  accidentally  stepped  on  the 
gas  when  he  tried  to  get  a  better  look, 
and  just  plain  ran  into  Skurk's  Cor- 
vette. He  went  on  to  say  it  had  hap- 
pened plenty  of  times  before.  Kent  tried 
to  stop  him,  but  Doc  thought  the  court 
ought  to  know  he  was  an  old  fool  to 
drive  that  way.  He  was  sorry.  He'd  pay 
for  all  the  repairs  the  way  he  always 
had  before.  Kent  jumped  to  his  feet  and 
objected.  The  judge  hammered  him 
down  and  said  he  couldn't  object  to  his 
own  client's  testimony.  "Confer  with 
him,  counsellor,"  he  ordered.  Kent  whis- 
pered hard  to  him  about  not  incrimi- 
nating himself  and  just  answering  ques- 
tions. Doc  looked  puzzled.  He  checked 
with  the  judge  about  the  oath,  the  part 
about  the  whole  truth,  and  the  judge 
said  he  was  technically  right.  The  law 
called  for  the  truth  but  didn't  expect  a 
man  to  supply  his  own  rope  for  a 
hanging. 

"Well,"  Doc  said,  "law's  law,  but  an 
oath  is  between  me  and  the  Almighty." 

So  the  judge  and  Kent  sat  back 
while  Doc  went  cheerfully  on  about 
getting  excited  and  shooting  Skurk  with 
hog  cholera  serum.  He  said  it  was  just  a 
plain  damn  fool  mistake.  He'd  made 
mistakes  before,  and  he  guessed  he 
would  again.  But  he  felt  bad  about  this 
one  and  didn't  have  any  excuses.  It  was 
just  carelessness.  About  permission,  he 
should  have  asked  before  he  gave  the 
tetanus  shot.  But  Skurk  was  hollering 
for  him  to  do  something  and  he  gave 
the  shot  partly  to  calm  him  down.  Doc 
added  he'd  never  before  heard  anyone 
howl  that  loud  about  a  simple  shot. 
Skurk's  lawyer  stood  up  and  objected, 
but  the  judge  told  him  to  sit  down.  Doc 
had  covered  everything  so  well  and  can- 
didly they  didn't  need  to  cross-examine 
him. 


The  police  and  Joel  and  Amos  told 
their  stories.  The  judge  asked  if  anyone 
witnessed  Doc  give  the  shots,  and  they 
said  they  didn't. 

Then  Jerry  Skurk  limped  to  the 
stand  in  a  threadbare  suit  and  groaned 
when  he  sat  down.  The  judge  gave  him 
a  hard  look  and  then  stared  at  the  ceil- 
ing as  he  went  through  a  pitiful  story  of 
suffering  and  nervousness.  He  hadn't 
slept  a  night  through,  had  nightmares, 
panics,  and  asthma  attacks.  He  couldn't 
concentrate  on  his  law  work,  and  his 
business  was  ruined.  When  he  buried 
his  face  in  his  hands  and  sobbed,  Joel 
and  Amos  noticed  he  was  so  upset  he'd 
forgotten  to  put  on  his  watch  and  dia- 
mond ring. 

The  judge  heard  him  out  and  sim- 
ply said  there  were  legal  grounds  for  a 
trial.  Then  he  called  Kent  to  the  bench 
and  hissed  at  him,  "For  heaven's  sake, 
can't  you  get  your  client  to  shut  up?" 
Kent  told  him  he's  tried,  but  Doc  was 
too  old  to  change.  Personally,  he  found 
it  refreshing  to  have  a  dead  honest  wit- 
ness on  the  stand.  The  judge  thought 
about  it  and  then  rapped  his  gavel  and 
adjourned  the  court. 

Jerry  Skurk  limped  out  leaning  on 
the  arm  of  his  attorney.  Doc  and  Kent 
went  out  another  door,  Doc  telling  Kent 
he  never  saw  such  a  shabby  fake  in  his 
life.  It  made  him  want  to  puke,  he  said. 

Joel  and  Amos,  though,  felt  a  good 
deal  of  sympathy  after  hearing  Skurk 
tell  about  his  terrible  suffering.  They 
wanted  to  cheer  him  up  as  he  shuffled 
down  the  steps  of  the  courthouse.  When 
they  caught  up,  Amos  offered  his  ban- 
danna to  wipe  his  tears  which  Skurk 
just  ignored.  Joel  told  him  his  car  was 
just  about  fixed  and  looked  better  than 
ever,  thanks  to  Doc  and  Mike  Good 
and  Muffy  Underwood.  The  lawyer 
brightened  up  at  that  and  wanted  to 
have  a  look  at  it.  It  took  his  mind  off 
his  terrible  suffering  so  much  that  he 
lost  his  limp  and  hopped  into  the  pickup 
with  Joel  and  Amos. 


As  it  happened,  Muffy  had  just  run 
the  Corvette  out  for  a  road  trial. 
It  sat  at  the  curb— gleaming  red,  smooth 
as  satin.  When  he  saw  it,  Jerry  Skurk 
seemed  to  be  healed.  He  asked  Muffy 
if  the  motor  was  fixed  and  if  it  would 
run.  Muffy  hadn't  expected  to  see  the 
owner  quite  so  soon.  He  looked  at  Joel, 
then  at  Amos,  and  finally  said,  "It's 
fixed.  I've  built  in  some  extra  power 
and  I  just  wanted  to  run  it  around  the 
block  to  be  sure  she's  not  toQ  hot  for 
you  to  handle." 

Jerry  Skurk  smiled  indulgently.  "I 
can  handle  it,"  he  said,  "I  can  handle  it." 


Muffy  stood  his  ground.  "I  modi- 
fied it  some.  It's  a  hot  car,  Mr.  Skurk." 

"And  I'm  a  pretty  hot  driver,"  said 
Skurk  with  a  reassuring  smile.  "That's 
what  I  always  wanted,  the  fastest  Cor- 
vette on  the  road.  The  fastest  'vette  for 
the  hottest  lawyer,"  he  chortled. 

Muffy  thought  a  minute  and  then 
shrugged.  "You  own  it,"  he  said.  "I  just 
worked  on  it.  Take  it  easy  until  you  get 
the  feel  of  it." 

Jerry  Skurk  slipped  behind  the 
wheel.  Muffy  told  him  to  wait  until  he 
got  the  wrecker  out  so  he  could  follow. 
Just  in  case.  Joel  and  Amos  were  sur- 
prised to  find  Doc  peering  over  the 
dash  beside  Muffy.  He  said  he  came  for 
the  road  trial  to  see  what  he  was  paying 
for.  After  they  piled  in,  Muffy  stuck  his 
head  out  the  window  and  told  the  law- 
yer to  start  his  engine. 

Now  the  service  entrance  to  Brew- 
er's is  on  Sixth  Street.  The  Corvette 
was  at  the  curb  pointed  toward  Bluemont 
Hill  where  the  street  ends  eleven  blocks 
north.  It  is  normally  a  quiet  and  shady 
street  with  slow  traiffic  due  to  the  dips 
at  every  intersection.  At  the  foot  of 
Bluemont  Hill  are  some  softball  fields 
and  the  municipal  water  plant.  Tuttle 
Creek  Boulevard,  four  lanes,  runs  past 
the  water  works  along  the  east  side  of 
Bluemont  Hill  and  clear  to  Canada  once 
you  get  on  it.  You  need  to  understand 
the  geography  to  appreciate  fully  what 
happened  next. 

As  Skurk  reached  for  the  ignition, 
Muffy  yelled  at  him  to  buckle  his  seat 
belt.  Skurk  ignored  him  and  turned  the 
ignition. 

Joel  and  Amos  were  startled  to  see 
twin  blue  flames  flare  out  of  the  tail 
pipes.  The  Corvette  came  alive  with  a 
deep,  impressive  roar  and  smoke  curled 
up  from  the  asphalt  twenty  feet  behind. 
"Alcohol  and  ether,"  Muffy  explained. 
An  excited  Skurk  gave  them  a  thumbs 
up  and  threw  it  into  gear. 

The  rear  tires  screamed  and  lifted 
the  front  wheels  clear  off  the  pave- 
ment. Bystanders  remember  that  Skurk's 
face  went  chalk  white  as  he  left  the 
curb,  nearly  buried  in  the  upholstery 
by  the  sudden  G  forces.  The  Corvette 
rocketed  across  Poyntz  missing  a  patrol 
car  by  several  feet  and  was  halfway  to 
Humboldt  before  the  front  wheels 
touched  down  again.  It  slowed  ever  so 
slightly  while  the  brake  discs  burned 
out  under  Skurk's  foot.  They  were  gone 
by  Osage  and  after  that  the  Corvette 
was  a  bright  blur. 

Muffy  let  the  clutch  out  on  his  cus- 
tomized wrecker  and  followed  as  fast 
as  he  could.  He  didn't  slow  for  the  dips 
which  made  the  truck  shudder  and  rat- 
tle as  it  bucked  across  them.  The  Cor- 
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vette,  being  lighter  and  faster,  took  them 
Hke  a  hurdler,  sailing  six  or  eight  feet 
into  the  air  as  it  came  off  the  dips. 

They  lost  sight  of  the  Corvette  at 
the  foot  of  Bluemont  Hill.  He  was  seven 
blocks  ahead  and  made  a  skidding  turn 
onto  the  soflball  diamonds.  When  they 
got  there,  they  found  a  softball  game 
suspended  while  people  stared  at  a  dust 
plume  hanging  over  the  water  plant. 
One  of  the  ball  players  said  Skurk 
crossed  the  diamond  between  first  and 
second  in  the  middle  of  a  double  play 
and  then  through  right  center  field.  He 
went  through  the  backstop  of  an  adjoin- 
ing diamond  and  the  privet  hedge  by 
the  waterworks  before  he  flew  ont(i 
Tuttle  Creek  Boulevard.  Muffy  took 
the  .same  gap  and  swung  north  just  in 
time  to  catch  sight  of  the  Ct^rvctto  far 
ahead.  They  saw  it  gi)  up  the  little  hill 
by  Rocky  Ford  and  at  the  crest  become 
airborne  for  several  seconds  trailing 
beautiful  blue  streamers  oi  fire. 

"Look  at  her  go,"  Muffy  yelled.  He 
poundctl  the  steering  wheel  with  (.Iclight. 
Muffy  was  never  more  imjiressive,  grea.sy 
cap  pulled  (.lovvn  tight  on  his  sireakv 
blond  hair,  bill  backwards  as  always, 
hunched  o\cv  the  wheel,  gas  pedal  to 
the  l\oox  and  trying  to  coax  all  he  coulil 
out  of  his  tow  truck.  It  was  enough  to 
turn  the  roailsiile  scenery  \n\o  a  blur 

It  was  easy  to  follow  the  lawyer  He 
was  going  \oo  fast  to  I  urn  off.  and  along 
his  nnite  cars  were  pulled  off  on  the 
shoulder  or  in  the  ditches.  In  the  fields 
here  and  there  a  farmer  stood  on  his 


tractor  seat  looking  north. 

They  caught  up  with  Skurk  just 
outside  Randolph.  He  finally  ran  out  of 
fuel  but  lacking  brakes  still  couldn't 
stop.  He  had  coasted  over  the  crest  of  a 
hill  and  into  the  back  of  a  county  truck 
busy  dumping  asphalt,  marked  with 
warning  pylons,  and  parked  well  onto 
the  shoulder.  The  Corvette  was  crum- 
pled beneath  the  truck  and  the  road 
crew  was  just  climbing  back  out  of  the 
ditch  when  Muffy  screeched  to  a  halt. 
A  pile  of  hot  asphalt  sat  on  the  hood. 
One  fender  was  gone,  steam  rose  fixim 
under  the  htH)d,  and  backstop  wire  and 
privet  hedge  hung  from  the  grill  work 
and  crevices  in  the  body. 


They  ran  over  to  the  wreck  and  found 
the  lawyer  .Skurk  again  stuck  be- 
neath the  dash,  hollering  for  some- 
one to  get  him  out.  Doc  was  disgusted. 
He  thought  a  man  might  learn  not  to 
get  pinned  the  same  way  twice.  The 
heal  from  the  asphalt  was  noticeable  to 
Skurk.  He  holleretl  at  them  that  the  car 
went  vviki  on  him  and  ntiw  he  was  about 
\o  burn.  Doc  shook  his  heail  and  tokl 
them  to  go  ahead  and  prv  him  out. 

The  highway  palnil  showed  up  atxnit 
then  ami  promptly  arresteil  him.  Thex 
nolicei.1  a  heaw  oilor  of  alcohol  i>n  the 
scene  and  were  surprised  when  the 
bUuKl  alcohol  test  came  back  normal. 
He  was  confused  anil  unstead\  enough 
that  they  handcuffed  him  and  iiH>k  him 
in.  Muffy  i:o(  \o  run  the  Corvette  back. 


Judge  Harkin  took  considerable 
interest  in  the  lawyers  rampage.  He 
reviewed  depositions  from  dri\ers,  soft- 
ball  players,  and  the  county  road  crew 
attesting  to  mental  suffering  and  anguish 
brought  t)n  by  their  harrowing  expo- 
sure to  the  Corvette.  He  gathered  evi- 
dence that  Skurk  had  been  tlul\  warned 
about  the  \ehicle  and  disregarded  exfXTt 
advice  about  driving  it.  He  noted  the 
odor  of  alcohtil.  the  useless  brakes  and 
duly  noted  he  was  not  wearing  his  seat 
belt.  With  all  this  in  hand,  the  judge 
held  a  conference  with  Skurk  and  his 
counsel.  He  knew  him  strongl\  they 
felt  about  traffic  violations  and  intended 
to  apply  the  law  with  the  same  strict' 
ness  to  the  lawyer  himself.  Inless  he 
heard  some  mitigating  circumstances. 

"Such  as  dropping  the  suit  againsi 
Doc  Harily?"  the  law\er  asked. 

"Such  as  that."  the  judge  luxldeil. 
And  with  that  mitigation  sentenced  him 
to  1, ()()()  hours  of  community  service, 
fined  him  aKnit  the  cost  of  his  wrist- 
watch,  and  sus|vnileil  his  ilri\er"s  license 
for  a  year  Jerr\  Skurk  was  gUul  to  gel 
out  of  it  ali\e  and  without  a  worse 
sentence.  Dik-  was  happy  alxnii  the 
arrangement  and  Jivl  and  Amos  felt 
giHxl  alxnit  the  triumph  of  peace.  Only 
Muffs  I'nderwiHxl  was  never  fulK  s;u- 
isfied.  ■  I  hink  what  it  coukl  tKi\e  done 
if  he'd  stepped  on  the  gus."  he  siiid.  D 

Gi'<u\;c  S.  litiHom  '>2  i.\  a  Ut-m-n//  siir- 
!,'«•()«  //()//!  Manfhitlan.  A"<im<i.v.  who  tv 
known  aha  as  ptn'i  Uiuiwiic  of  his  class. 
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Two  BLACK  Alumni 


Despite  the  Emancipation  Proc- 
lamation, wJiicli  abolished 
slavery  in  the  United  States, 
America  was  still  a  racist 
society  at  the  onset  of  the  twentieth 
century.  Even  Boston,  the  center  of 
abolitionist  activity  in  the  antebellum 
period,  was  firmly  entrenched  in  the 
separate  but  equal  doctrine  evident 
throughout  the  country.  African  Ameri- 
cans had  not  achieved  the  freedom  and 
equality  promised  in  the  Civil  War. 
They  were  still  believed  to  be  an  infe- 
rior race,  a  viewpoint  enhanced  by  the 
abject  poverty  and  illiteracy  that  was 
the  human  condition  of  most  African 
Americans  at  that  time.  With  the  north- 
ern migration  of  blacks  after  the  Civil 
War,  even  Northerners  began  to  feel 
that  African  Americans  were  inferior. 

In  what  ways  were  they  inferior? 
Obviously,  not  in  a  physical  sense. 
Southerners  often  boasted  of  the  physi- 
cal abilities  of  their  slaves.  In  fact,  the 
stronger  and  more  fit  a  slave  was,  the 
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more  valuable  he  became.  Man  has 
always  distinguished  himself  from  lower 
animals  by  the  ability  to  think  and  rea- 
son. Therefore,  the  accusation  that 
blacks  were  inferior  implied  that  they 
did  not  have  sufficient  mental  abilities 
to  comport  themselves  appropriately 
within  white  society. 

Despite  these  obstacles  the  black 
intellectual  was  not  to  be  denied.  After 
the  Civil  War  many  black  universities 
were  established  and  were  where  most 
of  the  new  black  intellectuals  trained. 
Other  black  scholars  were  admitted  to 
and  graduated  from  prestigious  white 
universities.  The  rise  of  the  African 
American  scholar  was  so  successful  that 
by  1897  a  group  of  them  founded  the 
American  Negro  Academy  to  promote 
the  arts  and  letters,  sciences,  higher 
education,  the  publication  of  scholarly 
works,  and  generally  to  advance  and 
promote  black  culture.  Through  groups 
like  this  the  intellectual  achievements 
of  black  Americans  flourished.  In  fact. 


the  first  two  decades  of  this  century 
might  be  considered  the  peritxl  of  the 
African  American  intellectual  renais- 
sance. 

This  movement  was  not  without 
internal  turmoil,  for  inherent  was  the 
question  of  racism  and  the  relationship 
between  black  and  white  Americans. 
Divisions  within  the  American  Negro 
Academy  typified  the  divisions  of  most 
African  American  scholars  of  that  time. 
One  group  felt  that  higher  education 
was  the  foundation  on  which  all  of 
Americas  racial  problems  could  be 
solved:  that  it  would  be  clear  to  all  that 
a  well-educated  black  man  was  no  dif- 
ferent than  any  other  man.  With  intel- 
lectual achievements  would  come  full 
acceptance  into  American  society  as 
well  as  enfranchisement.  These  gains 
would  be  made  by  reasoning,  not  through 
political  acts. 

Another  group  within  the  Ameri- 
can Negro  Academy  was  more  prag- 
matic. They  felt  that  education,  while 
important,  would  not  solve  the  prob- 
lems of  the  African  Americans,  and 
that  the  plight  of  black  Americans  could 
only  be  reversed  by  political  means. 

William  Augustus  Hinton  "12  and 
Louis  Tompkins  Wright  "15  must  have 
been  acutely  aware  of  these  debates 
raging  among  black  intellectuals  when 
they  attended  Harvard  Medical  School. 
Each  man  must  have  had  to  decide  the 
way  that  he  would  deal  with  this  con- 
troversy. It  is  interesting  to  examine  the 
lives  of  these  two  famous  black  alumni 
to  see  how  these  decisions  affected  their 
careers. 


The  Road  to  Harvard 
Medical  School 

William  Augustus  Hinton  was  born 
in  Chicago  in  188.'^.  Although  both  of 
his  parents  were  born  in  slavery,  they 
instilled  in  him  a  strong  sense  of  worth. 
Early  in  his  life  his  family  mtned  to 
Kansas  City.  Kansas,  where  Hinton  at 
the  age  of  16  was  the  youngest  person 
to  ever  graduate  from  high  school.  He 
then  enrollcti  in  the  preniedical  curric- 
ulum at  the  University  of  Kansas.  After 
two  years  of  study.  Hinton  was  forced 
to  leave  school  for  lack  of  funds.  He 
later  transferred  lo  HarxartI  College 
where  he  obtained  his  B.S.  decree  in 
1905. 

For  the  next  four  years.  Hinton 
taught  chemistry  and  physics  at  Walden 
University  in  Nashville.  Tennessee.  He 
also  taught  embryiMogy  at  Meharrv 
Medical  College  during  this  periotj, 
though  he  was  never  officially  a  mem- 


ber of  the  teaching  staff.  During  the 
summers  he  continued  his  studies  in 
bacteriology  and  physiok)gy  at  the  Uni- 
versity of  Chicago.  In  1909,  Hinton 
enrolled  at  Harvard  Medical  .School. 

Louis  Tompkins  Wright  was  born 
in  LaGrange.  Georgia,  in  1891.  His 


Despite  Hintons  outstanding 
record  at  the  medical  school, 
he  was  not  given  a  position, 
clearly  because  of  his  colon 


father  practiced  medicine  briefly  but 
was  drawn  to  the  ministry,  which  even- 
tually became  his  life's  work.  When 
Wright  was  four  years  old  his  father 
died.  Four  years  later  his  mother  remar- 
ried. His  new  father,  William  F.  Penn. 
MD,  was  very  influential  in  Wrights 
life,  for  it  was  he  who  encouraged  young 
Louis  to  study  medicine.  In  1911.  Wright 
graduated  from  Clark  University  in 
Atlanta  as  class  valedictorian  and.  at 


his  stepfather's  insistence.  Wright  ap- 
plied to  Harvard  Medical  Sch(K)l. 

The  HMS  admissions  committee 
erroneously  believed  that  Wright  had 
graduated  from  Clark  University  in 
Worcester,  Massachusetts  and  were 
somewhat  dismayed  when  they  discov- 
ered that  he  had  attended  a  small  black 
southern  college.  Before  Wright  was 
allowed  to  matriculate,  it  was  felt  that 
he  had  to  prove  his  scholastic  abilities. 
He  was  referred  to  Otto  Folin.  who 
agreed  to  give  Wright  a  verbal  chemis- 
try examination.  He  performed  st)  admi- 
rably on  the  examination  that  he  was 
immediately  admitted  to  the  medical 
school. 


Life  at  the  Medical  School 
AND  Early  Career 

Hintons  time  at  medical  schexil  was 
highlighted  by  scholastic  achievement. 
He  graduated  in  three  years  after  win- 
ning both  the  Hayden  and  Wigglesworth 
Scholarships  in  open  competition.  Want- 
ing to  become  a  surgeon,  he  applied  to 
the  Harvard  teaching  hospitals  for  a 
position.  Despite  his  outstanding  record 
at  the  medical  school,  he  was  not  given 
a  position,  clearly  because  of  his  color. 
Unable  to  obtain  a  surgical  position. 
Hinton  began  working  as  a  volunteer 
assistant  in  the  Department  of  Pathol- 
ogy at  the  Massachusetts  General  Hos- 
pital. While  there  he  performed  autofh 


Lahus  \\iif>hl  j.\  ii  ,\ei\  )ork  police  sui-^coii  timJuiiiii^  />/u.wiu/  i,\iimindtn»L'>  in  I'M'^. 

Simmer  19H»)    ,w 


sies  on  all  patients  known  or  suspected 
of  having  syphilis  and  participated  in 
research  on  Treponema  pallidum.  He 
published  his  first  paper  on  this  subject 
in  1914. 

In  1915  the  control  of  the  Wasser- 
mann  Laboratory  was  transferred  from 
Harvard  Medical  School  to  the  Massa- 
chusetts Department  of  Public  Health. 
Hinton  was  placed  in  charge  of  the 
laboratory  as  assistant  director  of  the 
Division  of  Biologic  Laboratories.  It 
was  also  in  1915  that  he  was  appointed 
director  of  the  Laboratory  Department 
of  the  Boston  Dispensary.  He  soon 
established  himself  throughout  the  coun- 
try as  an  authority  on  the  serology 
of  syphilis  and  in  1918  was  asked  to 
write  a  chapter  on  the  Wassermann 
reaction  and  syphilis  in  Milton  I. 
Rosenau's  textbook  of  preventive  medi- 
cine. In  1924  Hinton  received  an  ap- 
pointment as  instructor  in  preventive 
medicine  and  hygiene  at  Harvard  Medi- 
cal School. 

Louis  Wright  also  had  an  excellent 
scholastic  record  while  at  Harvard  Med- 
ical School.  He  graduated  cum  laude 
in  1915,  finishing  fourth  in  his  class. 
However,  his  stay  at  the  medical  school 
was  not  without  controversy.  While  a 
third-year  student,  he  was  informed  that 
he  could  not  perform  deliveries  at  the 
Boston  Lying-in  Hospital  because  he 
was  "colored."  Instead  he  was  supposed 
to  study  obstetrics  with  a  black  Har- 
vard graduate  who  practiced  in  the  Bos- 
ton area.  Wright  was  outraged.  Since 
he  had  paid  the  same  tuition  that  all 
the  other  students  had  paid,  he  felt  he 
should  be  treated  like  any  other  stu- 
dent. He  was  supported  by  his  class- 
mates and  uneventfully  participated  in 
the  obstetrical  rotation  at  the  Lying-in. 

Wright  also  wanted  to  become  a 
surgeon.  Upon  graduation  he  applied 
for  an  internship  in  the  Harvard  teach- 
ing hospitals,  and  he  too  was  denied  a 
position  in  Boston  because  of  race.  On 
the  advice  of  his  stepfather  he  applied 
to  and  was  accepted  at  Freemen's  Hos- 
pital, the  teaching  hospital  of  Howard 
University  Medical  School.  During  his 
internship,  Wright  published  a  paper 
on  the  validity  of  the  Schick  test  in 
blacks,  the  first  published  paper  from 
any  hospital  under  Negro  control.  After 
internship,  Wright  entered  practice  with 
his  stepfather  in  Atlanta. 

When  the  United  States  entered 
World  War  I,  Wright  joined  the  Army 
and  was  commissioned  as  a  first  lieu- 
tenant in  the  Medical  Corps.  He  served 
in  France  during  the  war,  in  charge  of 
Field  Hospital  366.  At  the  time  he  was 
the  youngest  officer  to  be  given  com- 
parable responsibility.  By  the  end  of 
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Louis  Tompkins  Wright  (left)  and  William  Agustus  Hinton.  Wright  and  Hinton  are  pictured 
on  page  38  in  their  HMS  graduation  photos. 


the  war,  Wright  had  received  the  Pur- 
ple Heart  and  had  been  promoted  to 
captain. 

After  the  war,  Wright  established  a 
practice  in  New  York  City.  One  year 


Wrights  interest  in  head 

injuries  and  fractures  led 

him  to  devise  a  brace  for 

neck  fractures  that  is 

still  used  today. 


later,  he  was  appointed  clinical  assis- 
tant visiting  surgeon,  the  lowest  staff 
position  at  Harlem  Hospital.  With  this 
appointment,  he  became  the  first  black 
physician  to  be  appointed  to^the  staff 
of  a  New  York  hospital.  Fbur  white 
physicians  resigned  in  protest,  but 
Wright  remained.  In  fact,  he  was  to 


spend  the  remainder  of  his  career  at 
Harlem  Hospital. 


LIFE'S  Work 

Hinton  is  probably  best  known  for 
the  test  that  bears  his  name.  The  Hin- 
ton test  became  an  important  tool  in 
the  sero-diagnosis  of  syphilis.  Quick  and 
simple  to  perform,  more  sensitive  than 
the  Wassermann  test,  and  easily  repli- 
cable,  it  was  a  significant  improvement 
over  the  Wasserman  test  as  a  screening 
tool.  The  Hinton  test,  first  described  in 
1927,  was  by  the  mid  1930s  recognized 
as  an  excellent  weapon  in  the  fight 
against  syphilis. 

Although  the  test  always  rated 
among  the  most  specific  when  evalu- 
ated against  other  tests  for  the  detec- 
tion of  syphilis,  it  was  not  widely  used, 
even  as  late  as  1940.  Two  reasons  are 
often  given  for  this.  Hinton  was  not  a 
very  outgoing  person  socially  and  felt 
strongly  that  he  and  the  Hinton  test 
should  be  judged  on  merit  alone.  Cer- 
tain that  the  superiority  of  his  test 
would  convince  other  state  laboratories 
to  use  it,  he  did  little  to  promote  his 
test  other  than  to  demonstrate  its 
strengths  scientifically  in  the  literature 
and  at  meetings  of  clinical  pathologists 
and  laboratory  directors.  He  did  not 
visit  laboratories  to  give  promotional 
demonstrations  as  others  were  doing 
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with  competitive  tests.  Hinton  was  also 
aware  of  the  racial  chmate  in  the  United 
States  at  that  time  and  most  certainly 
felt  that  if  his  race  were  widely  known, 
prejudicial  factors  could  have  had  a 
negative  influence  on  the  tests  evalu- 
ation. 

Hinton  was  also  a  noted  teacher. 
He  came  to  the  notice  of  several  fac- 
ulty members  as  a  medical  student  and 
began  to  assist  teaching  the  Wasser- 
mann  test  to  other  students  as  early  as 
1912.  This  unofficial  teaching  role  be- 
came official  in  1923  when  he  was 
appointed  an  assistant  in  preventive 
medicine  and  hygiene.  In  addition  to 
teaching  at  HMS,  he  also  taught  at  the 
Harvard  School  of  Public  Health,  Sim- 
mons College,  and  Tufts  University 
Schools  of  Medicine  and  Dentistry. 

Hinton  viewed  the  Wassermann 
Laboratory  not  only  as  a  place  for  per- 
forming important  testing  and  conduct- 
ing medical  research,  but  also  as  a  place 
for  the  instruction  of  medical  and  grad- 
uate students.  Hinton  also  established 
a  school  for  training  medical  techni- 
cians at  the  Boston  Dispensary  in  1931  — 
one  of  the  first  schools  for  training  med- 
ical technicians. 

Despite  the  many  contributions  he 
made  to  the  diagnosis  and  epidemiol- 
ogy of  syphilis  and  his  dedication  to 
teaching,  Hinton  took  some  time  to 
rise  in  the  academic  ranks  at  Harvard 
Medical  School.  After  being  appointed 
instructor  in  bacteriology  and  in  pre- 
ventive medicine  and  hygiene  in  1924,  it 
took  over  22  years  before  he  was  pro- 
moted to  lecturer  in  bacteriology  and 
immunol(.)gy.  He  became  professor  of 
bacteriology  and  immunology  in  1949, 
the  first  black  to  attain  this  faculty  level 
at  Harvard  Medical  School. 

In  1929  Louis  Wright  became  the 
first  black  police  surgeon  in  New  York 
City  and  possibly  in  the  nation  by 
obtaining  an  outstanding  score  on  the 
competitive  civil  service  examination. 
He  was  elected  to  fellowship  in  the 
American  College  of  Surgeons  in  1934. 
the  second  black  surgeon  fellow  in  the 
College.  In  1938  Wright  became  a  dip- 
lomate  of  the  American  Board  of  Sur- 
gery by  examination,  though  not  grand- 
fathered in  as  a  founding  member  of 
the  IxKird  as  he  wmikl  have  liketl.  In 
l''M3  he  became  tlirecliir  of  surgery  at 
Harlem  Hospital  anti  held  this  position 
until  his  death  in  I9.S2. 

Wright  also  made  significant  con- 
tributions to  medical  science.  I'ariy  in 
his  career  his  interesi  in  heaii  injuries 
anil  fracUires  led  him  lo  tle\ise  a  brace 
for  neck  fractures  that  is  still  used  tinlay 
He  al.so  developed  a  plate  for  the  treat- 
ment of  above-lhe-knee  fractures.  Later 


Wright  was  to  perform  important  work 
on  the  treatment  of  lymphogranuloma 
venereum  with  aureomycin.  In  1948 
Wright  began  research  on  the  chemo- 
therapeutic  treatment  of  neoplasms, 
publishing  15  papers  on  the  effects  of 
triethylene  melamine,  folic  acid  and  hor- 
mones on  cancer  cells. 


While  at  HMS  Hinton 

refused  a  scholarship 

designated  especially  for 

black  students,  choosing 

instead  to  compete  for  one 

offered  to  the  entire 

student  body. 


Social  Issues 

William  Hinton  believed  thai  every- 
one should  be  accepted  and  judged  on 
the  basis  of  merit  and  not  race.  Actions 
taken  throughout  his  life  reflected  these 
beliefs.  While  at  HMS  Hinton  refused  a 
scholarship  designated  especially  for 
black  students.  ch(K)sing  instead  to  com- 
pete for  one  offered  to  the  entire  stu- 
dent body.  He  was  also  the  first  black 
student  to  "go  out  on  the  district"  while 
taking  his  obstetrical  rotation.  Further- 
more, after  he  had  established  his  sch(X)l 
for  medical  technicians,  he  encouraged 
women  to  attend,  at  a  time  when  they 
were  being  dissuaded  from  such  en- 
deavors. 

In  1938,  when  awarded  the  Spring- 
horn  Medal  of  the  NAACP.  Hinton 
refused  it,  stating  that  he  felt  that  the 
value  of  the  Hinton  test  was  still  not 
known  at  the  time  the  award  was  made. 
However,  close  friends  and  associates 
believed  that  Hinton  refused  the  award 
because  by  accepting  it  he  would  have 
drawn  attention  to  his  race,  w  hich  would 
influence  the  acceptance  of  his  work. 

Louis  Wright  was  a  lifelong  cru- 
sader for  the  rights  of  blacks  in  .Amer- 
ica. Even  as  a  medical  student  he  de- 
manded that  he  be  treated  like  all  other 


Eleanor  Roosevelt  and  Louis  Wri^hf  at  a  dinner  honorinf;  his  foiindinf'  of  a  library  at  Harlvm 

Hospital.  (From  MD  Magazine.  April  I'ift.t) 


Simmer  IW^    41 


The  William  A.  Hinton  Serology  Laboratory  is  in  the  State  Laboratory  Institute  in  Jamaica 
Plain,  Massachusetts. 


quite  outspoken  about  the  rights  of 
blacks,  not  only  in  medicine,  but  also 
in  all  walks  of  life.  He  felt  that  equality 
could  not  be  achieved  in  this  country 
without  an  active  participation  in  mak- 
ing changes.  He  was  politically  active 
and  did  much  to  bring  equality  to  all. 

The  racial  attitudes  of  America  had 
a  significant  influence  on  both  Wright 
and  Hinton.  Throughout  their  careers 
they  had  to  overcome  barriers  erected 
solely  because  of  race.  Both  were  able 
to  overcome  these  obstacles  and  have 
very  successful  careers.  But  one  won- 
ders how  much  more  these  men  could 
have  accomplished  had  they  been  able 
to  devote  themselves  entirely  to  their 
life's  work  without  the  burden  of  con- 
tending with  racial  prejudice.  D 


students.  After  receiving  his  appoint- 
ment, Wright  was  not  content  to  be  the 
only  black  physician  at  the  Harlem  Hos- 
pital. Through  the  intervention  of  Civil 
Service  Commissioner  Ferdinand  0- 
Morton,  a  politically  influential  friend, 
an  investigation  of  the  Harlem  Hospital 
was  undertaken  in  1925.  The  result  of 
this  inquiry  led  to  the  appointment  of 
five  black  physicians  to  the  inside  staff 
of  the  hospital. 

Wright  was  also  a  leader  in  the 
Manhattan  Central  Medical  Society,  an 
organization  formed  in  1930  to  promote 
the  interest  of  New  York's  black  physi- 
cians. He  also  was  a  leader  in  fighting 
an  attempt  by  the  Julius  Rosenwald 
Fund  to  build  separate  hospitals  for 
blacks  in  New  York.  In  an  open  letter 
he  wrote,  "Equal  opportunity— no  more- 
no  less!"  It  is  the  credo  which  dictated 
many  of  Wright's  actions  throughout 
his  life,  apparent,  for  example,  in  his 
opposition  to  the  establishment  of  sep- 
arate Veterans  Hospitals  for  blacks  in 
the  North  and  any  differential  patterns 
in  the  treatment  of  veterans. 


William  Hinton  and  Louis  Wright 
were  two  black  graduates  of  Har- 
vard Medical  School  who  made  signifi- 
cant contributions  not  only  to  medical 
science,  but  also  to  the  world  around 
them.  Both  were  excellent  teachers  who 
had  an  impact  upon  generations  of  stu- 
dents. Both  men  were  faced  with  the 
racial  prejudice  that  was  inherent  in 
American  society  during  their  lifetimes, 
and  each  approached  solutions  to  these 
problems  in  different  ways. 

Hinton  elected  to  follow  those  who 
felt  that  all  people  should  be  evaluated 
by  their  actions.  He  wanted  to  be  judged 
as  any  man,  black  or  white,  was  judged, 
believing  that  his  achievements  spoke 


far  more  eloquently  than  anything  else 
that  he  could  have  done.  He  was  not 
very  politically  active  but  influenced 
many  people  by  his  deeds. 

Wright,  on  the  other  hand,  aligned 
with  the  more  pragmatic  group  and  was 


Preston  R.  Black  75  is  assistant  profes- 
sor of  surgery  and  chief  of  the  division 
of  pediatric  surgery  at  the  Stritch  School 
of  Medicine,  Loyola  University,  Chicago. 
He  also  serves  on  the  Harvard  Medical 
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The  HMS  Hinton- Wright  Society 


Maria  Alexander- Bridges  and  Kenneth 
Bridges,  directors  of  the  Hinton-Wright 
Society. 

The  HMS  research  society  for 
minority  students  was  renamed 
the  Hinton-Wright  Society  last  year 

.  .■■:i:^ffima^i-*gi5.*53fejaji:- 


to  honor  two  illustrious  black  alumni. 
William  Hinton  12  and  Louis  T. 
Wright  '15.  Formerly  called  the  Mi- 
nority Biomedical  Research  Society, 
the  society  was  started  in  1984  by 
three  students  in  the  Class  of  1987  — 
Robin  Lee.  Bernard  Godley  and  Cato 
Laurencin— with  the  support  of 
Harold  Amos,  PhD.  then  chairman 
of  the  Division  of  Medical  Sciences. 

There  are  now  25  to  30  mem- 
bers of  the  Hinton-Wright  Society, 
including  Boston  area  researchers, 
who  meet  monthly  to  exchange  infor- 
mation and  hear  lectures  by  invited 
guests  or  society  members. 

When  Amos  retired  last  year, 
Kenneth  Bridges  "76  and  his  wife. 
Maria  Alexander-Bridges  (MD  "77. 
PhD  "83),  took  over  the  helm  of  the 
society.  Both  are  physician-research- 
ers and  assistant  professors  of  medi- 
cine at  HMS.  Maria  Alexander- 
Bridges  conducts  basic  diabetes  re- 
search at  Massachusetts  General 
Hospital,  and  Kenneth  Bridges  inves- 
tigates iron  metabolism  at  Brigham 
and  Women's  Hospital.  D 
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CHANGES 

Physicians  Reflect  on  Their  Careers 


Most  physicians  continue  to 
practice  medicine  through- 
out their  professional  lives. 
And  most  work  hard  to  keep 
up  with  changes  in  medicine  so  they 
can  give  the  best  possible  patient  care. 
In  fact,  billions  oi  dollars  are  spent 
each  year  in  pursuit  of  change  through 
continuing  medical  education. 

Doctors  change  the  way  (hey  prac- 
tice. New  drugs  replace  oUl  ones.  New 
information  allows  for  better  patient 
management.  Some  of  the  changes  in 
practice  are  large,  while  many  are  sub- 
tle. F^hysicians  themselves  also  change 
along  with  their  practice  patterns.  They 
change  the  way  they  view  mcilicine  and 
their  iileas  alxnit  their  role  as  a  physician. 

'R>  uiHlersiaml  more  about  how  anti 
when  jihysicians  change,  a  major  study 
was  initialed  by  continuing  etlucatit^n 
specialists  from  American  ami  C'ana- 
dian  medical  schix>ls,  who  collaborateil 
to  interview  almost  400  physicians  at 
26  sites.  Most  (^f  the  research  in  contin- 


by  Nancy  L.  Bennett 


uing  medical  education  has  started  with 
efforts  to  prove  that  CMF.  really  does 
result  in  changes  in  patient  care.  This 
study  began  with  a  sense  that  physi- 
cians do  change  frequently,  but  that 
little  is  kmwn  alxnit  the  kinds  of  changes 
and  their  results. 

We  asketl  physicians  alx^ut  what  hail 
changed  in  their  practice  or  life  in  the 
preceding  12  months.  They  described 
each  change  by  how  long  it  ttx^k.  what 
happenetl  as  a  result,  and  whether  new 
learning  playctl  a  role. 

Ihe  stiiiK  tlefincil  ID  factors  that 
eneomaged  change.  One  set  of  inter- 
views includeil  changes  that  ilireclly  ox 
iiutireclly  tied  age  ami  stage  of  career 
to  changes  in  behavior.  Three  distinct 
griHips  emergeil  out  oi  the  ciMicerns 
and  perceptions  of  stresses  ph\sicians 
expressctl  about  how  medicine  fit  into 


their  lives.  Physicians  began  their  careers 
by  "breaking  in,"  mined  on  to  "fitting 
in,"  and  ended  bv  "tjetlini:  out." 


The  first  stage— "breaking  in"  — 
begins  with  finding  a  position  as  a 
new  physician  in  a  new  practice.  The 
style  aiul  entry  into  medicine  as  a  prac- 
ticing jihysician  was  not  ob\  ious  or  ea.sy 
for  most  of  those  just  beginning.  "It 
tiH^k  much  seriinis  thought,  aiul  was 
agi>ni/ing  for  a  while  \o  ilecivle  what 
kiiul  of  professional  lifestyle  1  wanted.  I 
think  that  one  must  go  out,  experience 
aiui  plant  secils  yi>u  cannot  ilecide 
ewrything  in  medical  schvH>l.  W  ith  the 
future  in  limlx>.  making  a  ikvision  alxxjl 
practice  brought  stress." 

I  his  comment  descriivs  some  of 
the  tension  felt  In  most  ph\sicians  in 
this  gnnip.  The  time  to  set  up  a  prac- 
tice was  at  haiui.  and  the  roles  of  a  new- 
pin  sician  had  to  Iv  avsumcil.  "It  is  the 
lime  to  mosc  on."  \  new  practice  Ixings 
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all  the  adjustments  and  changes  neces- 
sary to  actually  practice  medicine. 

The  decision  to  accept  a  position 
also  includes  pressure  to  become  estab- 
lished and  part  of  the  medical  commu- 
nity. Many  of  those  breaking  in  talked 
about  some  sense  of  loneliness  and 
apprehension. 

"The  patients  are  now  mine  and 
belong  to  no  one  else.  I  have  the  ulti- 
mate and  final  responsibility.  While  I 
was  in  training  I  acted  alone,  but  I 
always  knew  the  faculty  was  there.  Now 
they  are  not.  Now  practicing  is  scary. 
But  Fm  looking  forward  to  it.  It  is  not  a 
couple  of  years  thing,  it  is  the  rest  of 
my  life  and  I  must  make  the  right 
decisions." 

Separation  from  respected  teachers 
and  colleagues  in  medical  centers,  adap- 
tations of  protocol  to  fit  in  a  new  set- 
ting, and  breaks  from  traditions  of 
training  created  tension.  "My  mentors 
in  training  had  a  list  of  tests  they  felt 
had  to  be  done.  My  chief  mentor  felt 
that  a  doctor  could  not  always  rely  on 
clinical  judgment.  But  in  the  real  world, 
tests  cost  money  plus  emotional  and 
physical  distress.  1  use  fewer  tests,  and 
1  have  to  depend  more  on  my  own 
judgment.  I  was  taught  a  knee-jerk 
response.  Now  I  am  willing  to  trust 
myself.  1  have  an  almost  constant  sense 
of  being  on  the  horns  of  a  dilemma." 

Most  in  the  group  adjusted  to  the 
pressures  surrounding  the  move  from 
training  to  clinical  practice.  New  roles 
were  adopted,  some  with  effort  and 
stress  as  they  became  part  of  the  medi- 
cal care  system.  Most  worked  to  become 


part  of  the  community,  learn  commu- 
nity standards  and  practices,  and,  at 
the  same  time,  demonstrate  their  own 
expertise. 

Doctors  sought  positions  that  would 
match  their  training,  expectations  of 
medicine  and  personal  plans.  They  felt 
there  were  very  few  extraordinary  op- 
tions, and  only  a  few  very  good  options. 
The  number  of  constraints  was  the 
opposite.  Most  of  the  group  talked  about 
how  difficult  it  was  to  juggle  their  ideal 
practice  situation  with  competition  for 
patients,  family  life,  personal  expecta- 
tions and  available  positions. 

"My  professional  life  is  a  big  part  of 
me.  If  I'm  not  happy  at  work,  Fm  not 
happy  in  life.  I  did  not  want  a  job  where 
I  had  to  go  to  work  every  day  and  not 
look  forward  to  it." 

From  the  beginning,  some  did  not 
want  to  become  part  of  the  system. 
Some  decided  they  did  not  want  to  work 
directly  with  patients.  Several  had  visions 
of  research.  And  a  few  were  unable  to 
decide  what  to  do  next. 


Usually  about  three  to  five  years 
later,  a  shift  begins  and  doctors 
start  "fitting  in"  medicine.  Along  with 
some  stability  from  an  increasing  patient 
load  comes  confusion  and  questions 
about  how  to  fit  into  medicine  and  how 
to  fit  medicine  into  other  parts  of  life. 
They  have  an  unsettled  sense  about 
how  consistent  current  plans  are  with 
their  unique  sense  of  professional  and 
personal  goals. 

In  addition  to  the  confusion,  many 
talked  about  the  satisfaction  of  confi- 
dence gained  by  experience.  "We  relo- 
cated for  my  husband.  As  I  settled  in  a 
new  setting,  I  realized  I  was  comfort- 
able being  the  expert."  Physicians  now 
appeared  more  willing  to  trust  their 
own  judgment,  to  decide  about  short- 
cuts or  taUor  a  plan  for  a  specific  patient, 
and  to  practice  in  ways  that  differed 
from  colleagues. 

"I  am  now  more  concerned  with 
treating  the  patient  and  making  the 
patient  comfortable  rather  than  arriv- 
ing at  the  answer  to  the  diagnosis.  It's  a 
new  step  for  me.  I  think  of  this  as  a 
maturing  process."  Confidence  also 
came  from  other  sources.  "Passing  the 
boards  on  the  second  try  made  me  more 
relaxed  and  self-confident.  It  felt  good 
to  reach  a  milestone." 

The  experience  of  breaking  in  helped 
shape  ideas  about  changing  practice  to 
broaden  or  narrow  a  focus,  or  to  branch 
out  in  a  new  direction.  "I  got^  letter  of 
reprimand  for  not  visiting  my  nursing 
home  patients.  It  made  me  see  how 
many  geriatric  patients  I  had.  I  had  to 


learn  more  to  improve  my  practice." 

Or  they  tried  to  make  medicine  fit 
with  expectations  about  what  their  pro- 
fessional life  would  be.  "I  started  read- 
ing casually  and  then  with  more  direc- 
tion. My  research  wasn't  as  impressive 
as  I  always  thought  it  would  be.  So  I 
began  working  part  time  and  commut- 
ing to  a  distant  center  to  study  a  new 
technique.  It  feels  good,  and  is  more  in 
line  with  how  I  like  to  think  of  myself. 
In  retrospect  I  realize  this  was  part  of  a 
mid-life  crisis." 

Some  changes  were  dramatic.  An- 
other physician  talked  about  how  un- 
bearable life  had  become.  He  sold  his 
practice,  and  moved  to  a  new  town  to 
practice  with  fewer  patients  and  to  write 
a  book. 

The  stability  of  a  growing  number 
of  patients  did  not  come  without  an 
expense.  Besides  shaping  the  style  of 
medicine,  many  talked  about  problems 
surrounding  their  practices.  "I  gave  up 
outside  consulting.  I  finally  realized  I 
was  too  busy." 

Difficulties  in  maintaining  regular 
hours,  too  many  patients,  finding  a  new 
position,  conflicts  with  personal  and 
family  interests  were  only  a  few  of  the 
many  issues.  "Medicine  is  too  rigorous 
to  do  for  a  lifetime."  Tension  and  frus- 
tration sometimes  led  to  happy  endings— 
additional  staff,  changes  in  scheduling 
patients,  a  new  partner 

The  line  between  personal  and  pro- 
fessional life  shifted  for  some.  "I'm 
finally  at  a  point  where  I  think  I  can 
stop  for  a  year  to  be  pregnant."  Changes 
to  allow  for  parenting  were  made.  "I 
stay  home  two  afternoons  each  week 
to  spend  time  with  my  baby.  That  feels 
good,  but  life  is  too  hectic." 

The  pace  was  a  factor  in  marriages 
or  divorces.  Some  also  made  time  for 
such  outside  activities  as  participation 
in  the  formation  of  a  new  church,  a 
position  on  the  school  board  to  help 
with  inadequate  schools,  political  cam- 
paigning and  hobbies.  Others  dedicated 
the  central  role  in  their  lives  to  medicine. 

Some  physicians  began  to  actively 
participate  in  and  lead  specialty  orga- 
nizations, which  also  vied  for  their  time. 
Teaching  and  leadership  positions  in 
medical  schools,  clinics,  and  other  health 
care  settings  added  interest  and  excite- 
ment to  medicine. 

But  for  some,  questions  were  not 
yet  resolved.  "I  feel  I  have  a  conserva- 
tive, ethical  and  responsible  medical 
practice,  and  benefit  my  patients,  but  I 
don't  have  a  specific  goal.  I  made  a 
contribution  to  my  professional  organi- 
zation and  then  it  was  time  to  quit  to 
let  the  younger  people  come  on.  I  don't 
know  what  is  next.'" 


44    Harvard  Medical 


New  goals  had  not  yet  replaced  goals 
set  earlier.  Unanticipated  events  changed 
goals.  "Since  my  wife  died  it  doesn't 
seem  as  important  to  start  a  new  depart- 
ment." Goals  changed  with  experience. 
"My  mother  died  of  cancer  in  my  home. 
And  I  cared  for  a  colleague  and  friend 
who  died.  Helping  them  forced  me  to 
rethink  my  views  of  dying."  For  some, 
no  new  goals  had  emerged,  and  the 
result  was  stagnation  or  decline. 

C4/^  etting  out"  is  both  the  informal 
vJand  formal  process  of  retiring 
from  medicine.  The  transition  from  fit- 
ting in  to  getting  out  is  often  long  and 
slow  to  evolve.  Doctors  sorted  through 
where  they  were  and  where  they  wanted 
to  be.  They  talked  about  being  very 
aware  of  their  age  and  time  left  to  prac- 
tice. Changes  in  physical  condition  were 
carefully  watched. 

Professional  standing  was  a  source 
of  worry.  "I  want  to  get  out  before  they 
ask  me  to  get  out.  although  1  am  a 
better  physician  now  than  I've  ever  been 
in  my  life.  I  don't  want  to  feel  bitter 
about  my  retirement."  This  sentiment 
was  expressed  by  several. 

With  new  anxiety  about  professional 
standing  came  some  struggles.  "1  believe 
that  1  will  not  set  the  world  on  fire  with 
academic  contributions.  Even  though  I 
am  no  longer  young,  my  workload  is 
growing  and  to  be  with  my  family  1  will 
need  a  new  person.  1  don't  want  to 
spend  as  much  time  in  research  and 
practice.  1  want  t(5  be  more  comfort- 
able and  prepare  for  retirement." 

Tension  about  what  could  still  be 
accomplished,  pull  between  personal 
and  professional  desires,  and  concern 
for  financial  stability  and  the  future  are 
all  part  of  getting  out.  "1  don't  have  as 
many  newlxirns.  1  think  people  are  antic- 
ipating my  retirement.  That  has  forced 
me  to  re-evaluate  myself— what  I  want 
to  do  and  how  1  want  to  practice  medi- 
cine. I'm  being  phased  t)ut  by  fate." 

Most  reported  high  levels  of  stress 
in  trying  to  work  out  ihoir  role  in  medi- 
cine. Some  felt  indirectly  asked  to  leave 
by  colleagues.  "The  number  of  prtK'c- 
dures  1  dt>  has  slowed  down.  The  group 
who  always  referred  to  me  are  tieail  or 
moving  away."  Many  talked  abtnit  how 
vulnerable  they  felt  to  malpractice  suits 
at  a  lime  when  income  potential  was 
on  the  tiecline.  Some  were  anxious  aUnit 
not  having  started  earlv  eiunigh  lo  plan 
for  retirement.  "1  slartetl  planning  for 
retirement  six  months  ago.  I  realized  I 
don't  have  much  time  to  live." 

Some  worried  about  filling  up  the 
hours.  "1  do  not  feel  like  I  am  stepping 
over  a  cliff  to  retire.  My  wife  is  not  so 
sure  1  can  handle  the  lime."  I'here  was 


conflict  between  the  entrepreneurial 
spirit  of  private  practice  and  the  many 
negative  feelings  of  the  new  era  in 
regulation. 

Competency  issues  were  not  part 
of  the  discussions.  There  was  no  direct 
talk  about  how  competence  related  to 
age  and  how  each  person  assessed  his 
own  competence.  (The  randomly  se- 
lected sample  did  not  include  any  women 
in  this  age  group.)  Physicians  did  not 
talk  about  their  own  concerns  for  how 
they  practiced,  but  rather  the  percep- 
tions of  others. 

A  few  mentioned  that  physical  de- 
cline was  an  impediment.  "My  new 
glasses  are  hard  to  manage  in  surgery." 
Another  physician  said  he  felt  uncom- 
fortable, but  needed  to  apologize  when 
he  asked  for  help  with  a  new  procedure 
now  that  he  was  57  instead  of  35  years 
old. 

One  physician  eloquently  spoke 
about  his  intense  lifelong  drive  for  com- 
petence and  his  constant  commitment 
to  medicine  as  real  impediments  to 
retirement.  He  knew  how  to  do  his  work 
and  had  trouble  envisioning  a  role  in 
retirement  that  would  be  as  satisfying. 
There  is  no  role  in  medicine  for  the 
retired  physician. 

Several  physicians  described  how 
much  medicine  had  added  to  the  qual- 
ity of  their  lives.  "My  aim  for  my  whole 
life  was  to  contribute  to  medical  sci- 
ence. I  want  to  put  all  the  work  in  my 
field  together  in  a  series  of  books.  That 
has  made  life  worth  living."  Some  talked 
about  the  satisfaction  of  growing  with 
their  patients. 

In  some  ways  there  was  a  turn  back 
toward  some  i)f  the  thoughts  of  those 
breaking  in.  The  number  i)f  constraints 
was  increasing  while  the  number  of 
options  was  declining.  Several  talked 
about  how  pressured  they  felt  to  show 
up  at  all  the  local  activities  to  be  seen 
as  active  and  energetic.  Beginning  the 
separation  was  lonely  for  main.  "1  hear 
about  these  things  frtMii  patients  but  it 
is  different  when  it  is  happening  to  me." 

Timing  is  a  critical  part  oi  nietlical 
training.  Physicians  are  trainetl  with  a 
sense  that  there  is  a  "right"  action  at  a 
"right"  time.  Career  development  is  no 
different.  Along  with  the  sense  of  catch- 
ing up  from  a  late  start  after  long  years 
of  schi>oling,  medical  training  creates  a 
strong  sense  of  "proper"  timing  with  a 
liKiis  tin  appropriate  status  and  achiew- 
ment. 

That  sense  goes  beyi>nti  meilicine 
to  personal  and  stvial  ctMieerns.  Medi- 
cine is  a  profession  in  which  one's  prv>- 
fessional  life  spills  over  into  all  other 
roles.  Personal  ideiititv  with  the  profes- 
si«.»n  is  strong,  and  there  are  feu  parts 


of  life  free  of  the  intense  influence  of 
practice.  All  this  contributes  to  the  way 
physicians  continue  to  develop  through- 
out their  careers. 

Medicine,  unlike  many  cKCupatitins, 
does  not  exist  in  a  formal  organization. 
A  clear  hierarchy,  job  descriptions  and 
ad\ancement  do  not  exist.  In  other  fields, 
promotion  with  a  new  title  is  one  sign 
of  acclamation  from  one's  superiors.  In 
medicine  the  indicators  of  status  are 
different.  The  role  o{  peers  is  particu- 
larly critical.  Movement  through  career 
stages  may  be  subtle  with  indirect  feed- 
back from  peers  and  patients.  The  infor- 
mal leaders,  special  experts,  and  influ- 
ential practitioners  — usually  people 
obvious  to  those  within  the  field— are 
sources  for  standards  to  juilge  per-' 
formance. 

This  study  was  only  meant  to  Ix."  a 
beginning.  Purl  her  work  will  help  us 
uiulerstand  what  happens  to  patient  care 
as  phvsicians  tlevelop  within  their  pnv 
lession.  We  neetl  to  IoIKav  the  same 
grouji  as  the\  practice  over  time.  All 
we  know  now  is  that  physicians  change 
over  time.  They  change  the  wa\  (he> 
practice  medicine,  and  change  their 
views  of  w  hat  metlicine  can  do.  D 
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by  Ariane  Staub 


Intimate 
Strangers 

Learning  to  Doctor  in 
Rural  Alabama 


JS.  is  a  55-year-old  man  whose 
toast-colored  skin  and  cal- 
loused hands  speak  of  the  long 
•  hours  he  spends  plowing  fields 
and  branding  cattle  on  a  farm  that  has 
been  passed  down  from  son  to  son  for 
generations.  He  talked  with  me  about 
how  difficult  it  is  for  small  farmers  to 
maintain  payments  on  their  land,  live- 
stock and  equipment.  Casual  conversa- 
tion was  mingled  with  taking  the  medical 
history. 

"Any  recent  episodes  of  fever,  chills, 
or  sweats?  Frequency  of  urination?"  I 
asked.  "Have  you  noticed  any  change 
in  the  force  of  your  stream?" 

"Well,  hell  yes  'huney',  I  used  to  be 
able  to  shoot  clear  across  the  room!" 
he  replied  with  a  grin.  A  more  outgoing 
mood  had  replaced  his  hesitating  de- 
meanor 

Was  he  aware  that  I,  a  22-year-old 
female,  was  as  unaccustomed  to  asking 
a  middle-aged  man  personal  questions 
as  he  was  answering  them?  "How  do 
you  feel  about  your  drinking  habits?"  I 
asked. 

He  paused  and  looked  at  his  feet, 
one  of  which  had  had  the  first  three 
inches  cut  off  years  ago  in  a  tractor 
accident.  "I  do  drink  a  little,  you  know 
what  I  mean." 

Of  course  I  didn't  know  what  he 
meant.  His  eyes  were  friendly,  but  there 
was  a  hint  of  sadness  in  them.  "When 
do  you  drink?"  I  asked. 

J.S.  leaned  forward  and  explained 
how  he  never  used  to  drink  and  felt  it 
was  a  bad  habit,  but  he  had  a  nagging 
pain  in  his  back  and  the  drinking  helped 
ease  his  pain. 

"How  do  the  people  around  you 
view  your  drinking  habits?"  I  asked. 

"My  wife  hates  it  and  I  don't  blame 
her,"  he  replied. 

Over  the  course  of  the  summer,  I 
would  listen  and  learn  from  old 
and  young,  black  and  white,  male  and 
female.  I  was  between  my  first  and  sec- 
ond year  of  medical  school  at  Harvard 
the  summer  I  went  to  Alabama  to  work 
for  the  Student  Coalition  for  Commu- 
nity Health  (SCCH),  an  organization 
based  at  the  University  of  Alabama. 
For  the  past  15  years  this  group  has 
organized  teams  of  students  to  go  to 
underserved,  rural  towns  in  Alabama 
and,  on  a  shoe-string  budget,  produced 
health  fairs. 

Only  one  of  the  towns  we  visited 
had  a  post  office,  a  building  that  the 
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community  referred  to  with  pride.  All 
of  the  towns  had  a  gas  station,  eight  to 
ten  churches,  and  a  school  building  that 
served  as  our  base  camp  for  the  health 
fair. 

On  the  sweaty,  red  vinyl  seats  of 
rented  vans,  1  traveled  with  a  group  of 
students  to  three  towas.  In  the  two  weeks 
we  spent  in  each  community,  we  trans- 
formed the  empty  school  buildings  of 
summer  into  bustling  centers  of  activ- 
ity where  people  came  to  learn  about 
health.  We  hung  ropes  from  the  ceil- 
ings and  draped  sheets  over  the  ropes 
to  convert  one  large  classroom  into  a 
room  with  five  examining  stations. 

As  a  medical  student,  my  role  was 
to  take  a  history  and  do  a  screening 
physical.  Each  day  a  different  physi- 
cian from  either  Birmingham  or  Tusca- 
loosa would  drive  several  hundred  miles 
on  sun-worn  roads  to  supervise  our 
work.  In  the  thick  hot  air  of  the  school 
building  halls,  people  from  the  com- 
munity would  wait  in  line  to  see  a 
"doctor."  No  matter  how  we  insisted 
that  we  were  students,  not  doctors,  our 
blood  pressure  cuffs  and  stethoscopes 
made  a  stronger  impression  than  our 
words. 

J.S."s  wife,  M.S.,  was  my  next  patient. 
We  spent  two  hours  talking  in  the  sticky 
air  of  my  cubicle  before  even  starting 
the  physical  exam.  While  my  lack  of 
expertise  was  an  obvious  handicap,  I 
felt  as  though  my  status  as  a  transient 
visitor  to  their  community  conferred 
an  important  advantage:  I  was  an  anon- 
ymous listener.  J.S.s  drinking  problem 
had  not  been  resolved,  but  he  and  his 
wife  began  to  talk  to  each  other  about 
it. 

M.S.  called  me  during  the  final 
week  of  the  fair  to  tell  me  that  she  and 
her  husband  had  discussed  his  drinking 
problem  for  the  first  time  with  their 
family  doctor.  I  couldn't  help  but  be 
impressed  by  their  love  for  each  other, 
which  had  generated  the  courage  and 
strength  they  needed  to  seek  help.  The 
.stakes  were  high.  They  were  highly 
respected  within  the  community,  a  place 
with  a  gossip  network  that  woukl  put 
any  telephi)ne  company  to  shame. 

When  J.S.  and  I  first  met,  he  had 
shared  a  part  oi  his  world  with  me.  I 
learned  alxnit  breaking  the  teeth  of  baby 
pigs  and  went  with  him  ami  his  wife 
one  night  to  feed  their  catfish.  Months 
later,  I  received  a  letter  from  thL-m. 
They  wrote  honestly  alxnit  their  strug- 
gle, their  successes  and  what  was  still 
left  to  be  accomplished. 

During  that  summer,  I  i\\so  learned 
about  a  different  kind  of  friendship. 
The  people  who  came  to  be  exaininetl 
at  the  health  fairs  shared  pieces  of  their 


lives,  and  we  who  did  the  examining 
shared  pieces  of  our  own  lives.  Yet  we 
were  not  likely  to  ever  meet  again. 

At  our  first  health  fair.  I  interviewed 
and  examined  a  woman  whose  face  and 
voice  are  permanently  stamped  in  my 
memory.  A  single  parent  of  three  daugh- 
ters, P.E.  is  a  slim  woman  in  her  middle 
years  whose  hoarse  voice  revealed  her 
habit  of  smoking  a  pack  of  Marlboros 
every  day.  She  was  the  second  female 
patient  to  be  subjected  to  my  clumsy 
examination.  I  found  some  nodularity 
in  one  breast,  and  a  polyp  (later  con- 
firmed by  our  supervising  physician) 
protruding  from  her  cervix.  When  the 
pelvic  examination  was  finished,  the 
supervising  doctor  explained  to  P.E.  that 
she  needed  an  immediate  appointment 
to  have  the  polyp  removed  and  biopsied. 

After  he  left  our  curtained  room, 
P.E.  sat,  stunned.  I  struggled  with  the 
idea  that  being  professional  meant  re- 
maining emotionally  aloof.  It  was  a 
struggle  that  ended  in  a  new  definition 
of  "professionar"  for  me.  1  reached  out 
and  held  her  hand.  Her  eyes  swelled 
with  tears.  She  cried  with  her  head  on 
my  shoulder;  tears  dripped  onto  my 
name  tag.  We  talked  about  her  children 
and  all  that  she  was  committed  to  doing 
with  them.  How  could  her  body  deceive 
her  like  this?  I  didn't  have  any  answers. 

We  talked  for  a  long  time.  She  left. 
As  I  was  turning  to  change  the  sheets 
on  the  examining  table,  1  heard  her 
come  back  in  to  the  room.  She  said  in  a 
hushed  voice,  'ril  never  forget  you."  Til 
never  forget  her. 

It  became  more  and  more  apparent 
that  these  people  were  in  a  sense 
teachers,  and  those  of  us  examining 
them  were  their  students.  Another  per- 
son who  gave  me  insight  into  the  vari- 
ous ways  that  metlical  workers  can  help 
people  was  K.C.,  a  15-year-old  girl  who 
weighs  266  pounds.  K.C.  spends  most 
of  her  days  hiding  from  people.  At 
.school  she  .said  she  felt  as  though  the 
majority  of  attention  she  got  from  teach- 
ers and  friends  was  directcti  to  her 
weight  problem.  She  descrilvtl  the  pain 
o{  listening  to  nornial-weight  girls  talk 
about  weight  they  wanted  to  lose. 

K.C.s  regular  summer  routine  con- 
sisted oi  waking  up  at  11  AM,  watching 
TV,  fixing  meals  and  snacks,  arguing 
with  her  mother,  aiul  finally  going  to 
sleeji  arouiul  4  AM.  However,  she  de\  i- 
atcd  from  her  routine  ami,  for  the  next 
three  days,  she  volunteered  to  register 
[leople  for  the  health  fair.  During  sk»\v 
periods,  members  of  the  staff  visited 
with  her  as  they  diii  with  all  the  volun- 
teers. During  bus\  perivnis,  K.C.  was 
an  important  part  of  our  team  effort. 


It  became  more  and 
more  apparent  that 
these  people  were  in  a 
sense  teachers,  and  those 
of  us  examming  them 
were  their  students. 
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The  hero  in  this  home 
wasn't  going  to  be  a  doc- 
tor with  a  pill;  it  was  a 
human  spirit. 


On  our  last  day,  K.C.  slipped  col- 
orful cards,  each  with  a  personal  letter, 
to  most  everyone  on  the  staff.  The  week 
had  been  a  very  special  one  for  her.  I 
hope  we  left  her  feeling  better  about 
herself.  I  know  she  left  me  with  a  more 
keen  sense  of  the  anguish  with  which 
an  overweight  child  lives.  She  also  left 
me  with  the  idea  that  what  she  needs  as 
desperately  as  losing  weight  is  a  sense 
of  purpose  and  self  worth. 

There  is  another  woman  I  feel  com- 
pelled to  write  about.  I  have  not  yet 
sorted  out  what  I  learned  from  my  time 
with  P.S.,  but  I  feel  haunted  by  my 
memory  of  her.  P.S.  is  a  54-year-old 
black  woman  who  has  given  birth  to  18 
children,  14  of  whom  survived.  Part  of 
her  story  matched  my  expectation  of 
what  rd  find  among  poor  areas  of  rural 
Alabama,  but  as  I  found  with  PS.,  as 
well  as  many  others,  real  people  are 
not  stereotypes. 

P.S.  is  one  of  a  handful  of  people  I 
saw  who  had  a  "positive  review  of 
systems""— every  vital  sign,  reflex,  and 
organ  revealed  an  abnormal  finding. 
Her  teeth  were  brown  and  rotted,  and 
crusty  sores  grew  in  the  passages  of 
each  nostril.  Nevertheless,  these  unpleas- 
ant findings  were  less  worrisome  than 
her  high  blood  pressure,  heart  murmur, 
congested  lungs,  and  non-reactive  pupils. 
Despite  the  breakdown  and  decay  of 
her  body,  P.S."s  vitality  and  interest  in 
telling  stories  was  undampened.  Her 
vibrancy  stood  in  stark  contrast  to  her 
physical  condition. 

At  our  return  visit  to  Ragland,  I 
received  the  results  from  the  PAP  smear 
I  had  done  on  PS.;  it  showed  a  class  V 
cellular  dysplasia.  Our  supervising  doc- 
tor said  that  with  the  best  medical  treat- 
ment, P.S.  might  survive  for  another  18 
months.  I  remember  how  my  stomach 
sunk  when  he  said  it.  Looking  from 
one  face  to  another  among  the  circle  of 
physical  examiners,  I  remember  how 
frightened  my  friends  looked.  Each  had 
a  childlike  expression  of  sadness  min- 
gled with  fear.  This  wasn't  a  make- 
believe  exercise. 

P.S.  doesn't  have  a  phone.  I  called 
the  town  hall  and  got  directions  to  her 
home.  After  stopping  at  several  houses 
along  a  dirt  road  for  directions,  I  found 
her.  Rusted  carcasses  of  old  cars  deco- 
rated the  yard  and  week-old  laundry 
was  draped  from  the  windshields  and 
hoods.  Chickens,  dogs,  puppies,  and 
sickly  looking  cats  wandered  in  and  out 
of  her  home,  forming  a  kind  of  contin- 
uum between  the  inside  affl?  out.  P.S. 
greeted  me  warmly  and  welcomed  me 
into  her  three-room  home.  She  looked 
different  without  her  wig.  Her  hands 


were  covered  with  flour  and  so  were 
mine  after  we  shook  hands. 

I  also  shook  hands  with  an  elderly 
man  in  a  rocking  chair.  I'm  not  sure  he 
noticed  I  was  there.  His  eyes  were 
sunken  deep  into  his  skull  and  his  thin 
bones  seemed  to  have  merged  with  the 
wood  of  the  chair  that  he  sat  in,  but  did 
not  bother  to  rock.  Even  the  plastic 
that  clung  to  the  window  frames  in 
place  of  glass  seemed  to  sag  under  the 
weight  of  the  thick,  hot  air  that  smelled 
of  sweat  and  urine.  Three  children 
glanced  at  me  with  surprisingly  little 
interest,  and  they  continued  to  eat 
potato  chips  off  the  floor. 

I  couldn't  help  but  think  that  I  was 
not  the  first  visitor  to  bring  bad  news  to 
their  home.  Injustice  was  screaming 
from  every  panel  of  wood.  Not  more 
than  three  miles  away  were  homes  with 
air  conditioners  and  swimming  pools 
that  guaranteed  whoever  was  living  in 
P.S.'s  home  would  be  constantly  re- 
minded of  the  harshness  of  their  con- 
ditions. 

1  had  practiced  just  how  to  tell  P.S. 
about  her  laboratory  results.  I  greeted 
her  at  the  door  and  told  her  I  had  some 
"very  serious  news.""  Then  after  walk- 
ing through  her  home,  and  allowing 
some  time  to  pass,  I  explained  what  we 
had  found  and  what  it  meant.  Perhaps 
she  already  knew  what  was  going  on 
inside  her  body,  perhaps  she  was  deny- 
ing what  I  said,  perhaps  she  was  a  mas- 
ter of  concealing  her  emotions  in  front 
of  strangers,  perhaps  she  welcomed  the 
thought  of  exchanging  this  world  for 
another.  Perhaps  I  am  blind,  but  I  didnt 
detect  the  sort  of  response  Td  expected. 
She  reacted  as  though  I  told  her  I  had 
some  extra  milk  coupons  that  she  could 
have. 

I  left  her  with  a  doctor's  phone  num- 
ber and  told  her  we"d  be  back  to  check 
on  her.  I  called  the  doctor  so  he  would 
be  prepared  for  her  call.  Two  days  later 
when  we  drove  back  to  visit  PS.,  she 
again  greeted  us  warmly.  Flies  buzzed 
noisily  around  our  heads  and  she  told 
us  she  had  visited  the  doctor  yesterday 
and  would  be  going  back  the  next  day. 

P.S.  chose  to  come  to  our  health 
fair,  and  she  followed  up  on  her  treat- 
ment. She  baked  her  own  bread.  She 
was  a  person  with  initiative.  But  her 
energy  was  not  enough  to  overcome 
the  years  of  oppression  that  had  rav- 
aged her  body. 

In  medical  school  we" re  taught  to 
solve  problems,  but  medical  science 
could  not  cure  the  insidious  disease  that 
was  slowly  chewing  away  at  her  life. 
The  hero  in  this  home  wasn't  going  to 
be  a  doctor  with  a  pill;  it  was  a  human 
spirit.  It  was  a  woman  who  rose  from  a 
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torn  mattress  on  the  floor  each  morn- 
ing and  sent  her  children  to  school,  the 
same  school  that  children  with  swim- 
ming pools  and  lawns  attended.  I  was 
poorly  equipped  to  solve  the  problems 
and  diseases  that  plagued  P.S.  While  at 
times  limited  by  the  boundaries  of  med- 
ical science,  I  also  felt  limited  by  my 
stage  of  learning. 

Each  morning  a  new  supervising 
doctor  would  introduce  himself  to  us. 
As  was  true  with  nearly  every  person  1 
met.  it  didn't  take  more  than  a  few 
words  before  I  was  identified  as  a  Yan- 
kee and  the  usual  series  of  questions 
ensued: 

"Where  are  you  from?"  asked  the 
doctor 

"A  small  town  in  Massachusetts."  I 
replied. 

"What  school  do  you  go  to?" 

"Harvard  Medical  School." 

Pause. 

That  pause  always  scared  me.  I  man- 
aged to  resist  my  temptation  to  say, 
"But  1  really  don't  know  as  much  as 
you  think  I  do  .  .  .  ."  On  this  day  I  didn't 
need  to  tell  him  that. 

It  was  a  bright  cheery  morning  the 
day  I  finally  mustered  the  courage  to 
do  my  first  testicular  exam.  For  the 
first  three  weeks  of  the  summer  1  had 
sought  help  from  one  of  my  male  peers 
when  I  came  to  that  part  of  the  physi- 
cal. My  patient  was  a  l.^-year-old,  ath- 
letic adolescent.  He  was  doing  about  as 
good  a  job  at  masking  his  awkwardness 
as  was  I. 

1  began  the  exam.  1  felt  three  tes- 
tes. Now,  1  wasn't  exactly  sure,  but  1 
thought  there  were  only  supposed  to 
be  two.  The  body  is  usually  symmetri- 
cal. But  this  was  my  first  testicular 
exam  and  1  just  wasn't  certain.  Fvxcus- 
ing  myself  from  the  examining  station, 
1  consulted  our  supervising  doctor 

Are  there  supposed  to  be  two  or 
three  testes?"  I  asked. 

"Two."  he  said,  without  trying  to 
mask  his  smile. 

1  didn't  need  to  worry  about  my 
Harvard  credentials  creating  distance 
between  us  ain  longer.  My  patient's  thirti 
testis  turned  out  to  be  a  hydrocele,  the 
diagnosis  made  with  the  aid  of  a  pen 
light.  1  took  a  break  from  testicular 
exams  for  the  rest  of  the  afternoon.  1 
had  convinced  myself  that  fate  wmild 
bring  every  male  with  an  aiUMiialoiis 
scrotum  into  my  examining  station. 
Unknowingly,  this  l.^-year-old  young  man 
had  evokeil  feelings  oi  insecurit\  about 
my  ability  to  master  all  the  information 
needed  ti^  be  a  tloctiu. 

Moments  such  as  these  were  hum- 
bling. 1  was  frequently  a  student  of 
humilitv  over  the  eouise  of  the  sum- 


mer Yet  these  moments  served  as  re- 
minders of  the  importance  of  maintain- 
ing an  open  mind,  and  a  capacity  both 
to  learn  from  one's  own  mistakes  and 
to  see  the  humor  in  them.  These  were 
precious  days  filled  with  new  discover- 
ies and  challenges,  it  was  a  unique 
period  in  part  becau.se  1  was  exploring 
and  all  the  while  had  the  luxury  and 
uncertainty  of  being  young  and  still 
undecided  as  to  much  of  the  future. 

During  the  summer  1  developed  a 
healthy  respect  for  limits— both  the  lim- 
its of  my  knowledge  and  limits  of  medi- 
cine to  provide  cures.  For  some  a  cure 
of  any  kind  remained  unattainable. 
When  P.S.  appeared  unresponsive  to 
the  threat  of  her  own  death,  I  felt  as 
though  I  was  watching  a  person  con- 
template the  possibility  that  death  might 
be  preferable  to  life.  For  others  a  cure 
existed,  but  it  lay  outside  the  realm  of 
medicine.  Reviving  K.C.'s  self-esteem 
seemed  as  crucial  to  her  health  as 
designing  a  diet  plan.  Similarly,  the  treat- 
ment for  J.S.'s  self-sedation  did  not 
demand  sophisticated  medical  technol- 
ogy, but  that  he  and  his  wife  recognize 
his  alcohol  problem.  Together  they 
became  informed  and  committed  to  rid- 
ding themselves  of  a  problem  that  they 
had  invested  much  energy  in  hiding  from 
the  rest  of  the  world. 

I  learned  about  the  importance  of 
listening  and  empathizing,  and  grad- 
ually began  to  develop  an  understand- 
ing of  the  role  of  the  doctor  1  began  to 
reconcile  the  conflict  I  felt  in  my  role: 
on  the  one  hand,  as  a  distributor  of 
information  and  a  professional,  and  on 
the  other  hand,  as  a  person  who  inevi- 
tably would  find  herself  face  to  face 
with  a  patient  in  need  of  comft>rt  and  a 
friend.  When  P.E.'s  feelings  of  despera- 
tion flooded  over  her,  1  struggled  to 
find  a  balance  between  my  instinct  to 
provide  comlbrt,  and  the  expectation 
that  a  professional  maintain  the  objec- 
tivity necessary  fi>r  dealing  effectively 
with  a  patients  problem. 

While  at  times  1  felt  this  balance 
would  always  remain  elusive,  1  came  to 
realize  that  1  luul  just  embarked  on  a 
lifelong  search.  I  wouki  be  discinering 
new  ways  of  reaching  out  lo  people  and 
understanding  their  concerns  fi>r  the 
rest  of  my  life.  1  had  nol  previously 
realizeil  the  sense  of  adventure  that  is 
forever  a  part  of  medicine.  1  CiUiUI  noi 
haw  predicteil  thai  the  adwnlure  woukI 
begin  in  a  crumbling  shack,  iliive  sm.ill 
school  buildings,  and  man\  lu>t  sticky 
afternoons  in  Alabama.  D 


Ariane  Slaiih  "W  hat  Just  finished  her 
third  vcar  ill  HMS. 


I  would  be  discovering 
new  ways  of  reaching  out 
to  people  and  under- 
standing their  concerns 
for  the  rest  of  my  life. 
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Ophthalmologists: 

SETTING 

NEW 

SIGHTS 


by  John  D.  Bullock 

A  truly  successful  ophthalmologist  today  must  be 
multi-talented,  says  John  D.  Bullock  '68,  professor  and 
chairman  of  ophthalmology  at  Wright  State  University  in 
Dayton,  Ohio.  Bullock,  who  is  also  a  professor  of  plastic 
surgery  at  the  university,  pulled  together  the  following 
biographies  of  multi-talented  ophthalmologists.  They 
are  part  of  a  collection  presented  as  a  poster  exhibit  at 
the  1987  meeting  of  the  American  Academy  of 
Ophthalmology  in  Dallas,  Texas. 

"An  examination  of  this  small  group  of  people,  like 
studying  the  rays  of  light  at  a  focal  point,  reflects  the 
impressive  breadth  of  interest  and  ability  that  all  excellent 
ophthalmologists  share  and  can  marshal  in  the  care  of 
their  patients,"  writes  Bullock. 
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Thomas  H.  Casanova  III  received  a 
BA  degree  from  Louisiana  State  Uni- 
versity and  his  MD  degree  from  the 
University  of  Cincinnati.  He  was  an 
intern  at  Good  Samaritan  Hospital  in 
Cincinnati  and  did  his  residency  in  oph- 
thalmology at  Louisiana  State  Univer- 
sity. He  was  a  fellow  in  oculoplastic 
surgery  at  the  University  of  Utah,  and 
he  currently  practices  in  Crowley,  Lou- 
isiana. Ca.sanova  was  a  three-time  Ail- 
American  football  player  at  Louisiana 
State  University.  He  played  professional 
football  with  the  Cincinnati  Bengals 
while  attending  medical  school.  He  was 
an  All-Pro  Safety  and  Punt  Returner. 


Herman  Von  Helmholtz  received  his 
MD  degree  from  the  F  riedrich  W  ilhelm 
Medical  Institute  and  .served  as  a  physi- 
cian to  the  I'olsdani  Arm\  Regiment. 
In  l(S.~'l  he  inwnied  ihc  o[-)hthaimoscope 
and  a  refraction  device.  In  liS5(">  he' 
wrt^e  the  fhiinlhook  ot  Pliysialoiiical 
Optics.  Together  with  Thomas  Mnmg. 
he  propixsed  the  Triehrome  Thei^y  of 
Color  Vision.  Hclniholtz  was  also  a  wry 
famous  iihvsicisi,  making  nioruimental 
discoveries  in  electricit\.  magiiciism  aixl 
sound.  His  mosi  im|iorianl  i.lisco\ery. 
liowcNcr,  was  ihc  lirst  Law  of  rhernuv 
dynamics  (Conservation  of  Energy). 
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Peter  Juliani  was  a  distinguished  oph- 
thalmologist in  the  thirteenth  century. 
He  received  his  MD  from  the  Univer- 
sity of  Paris  in  1247  and  became  profes- 
sor of  medicine  at  the  University  of 
Siena,  Italy.  He  was  the  author  of  12 
books  on  medicine,  the  most  famous  of 
which  was  Eye  Diseases  and  their  Cures. 
Juliani  gave  up  medicine  in  1262  and 
became  dean  of  the  cathedral  and 
superintendent  of  schools  in  Lisbon, 
Portugal.  He  later  became  Bishop  of 
Mondonedo,  Archbishop  of  Portugal, 
and  finally  Chaplin  to  Pope  Urban  IV. 
Under  Pope  Gregory  X,  Peter  was 
appointed  Cardinal  in  1274.  He  was 
elected  Pope  John  XXI  in  September 
1276,  and  died  in  May  1277. 


Arthur  Conan  Doyle  received  his  MB, 
CM,  and  MD  degrees  from  the  Univer- 
sity of  Edinburgh.  He  was  in  general 
practice  in  South  Sea,  Portsmouth, 
England,  for  approximately  eight  years 
and  then  went  to  Vienna  and  studied 
ophthalmology  for  several  months.  He 
returned  to  London  and  became  affili- 
ated with  the  Westminister  Eye  Infir- 
mary. He  established  an  ophthalmology 
office  at  2  Devonshire  Place,  at  the  top 
of  Wimpole  Street,  near  Harley  Street. 
He  was  a  member  of  the  Ophthalmol- 
ogy Society  of  the  United  Kingdom 
from  1891  to  1893.  Arthur  Conan  Doyle 
is  best  known,  however,  as  the  author 
of  Sherlock  Holmes.  Arthur  Conan 
Doyle  published  60  stories  concerning 
his  famous  detective. 


Judith  E,  Melick  '81  received  a  BA  degree  from  Douglass 
College— Rutgers  University  and  her  MD  degree  from  HMS. 
She  was  an  intern  at  the  Philadelphia  Hospital  and  was  a 
resident  in  ophthalmology  at  the  Wills  Eye  Hospital.  She 
currently  practices  ophthalmology  in  Philadelphia,  Pennsyl- 
vania. Melick  placed  fifth  in  the  1972  Munich  Olympics  in 
the  100-meter  breast  stroke  and  helped  set  an  Olympic 
record  in  the  400-meter  medley  relay. 
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Jose  Rizal  received  his  BA  degree  from  tiie  University  of 
Santo  Tomas,  in  the  Philippines,  and  his  MD  and  PhD 
degrees  from  the  Central  University  of  Madrid.  He  studied 
ophthalmology  in  Paris,  Berlin,  Heidelberg,  the  United  States. 
London  and  Japan.  (A  plaque  commemorating  his  ophthal- 
mology training  hangs  at  the  Eye  Clinic  in  Heidelberg, 
Germany.)  Following  his  ophthalmology  training,  he  returned 
to  the  Philippines  and  established  an  eye  clinic  in  his  home- 
town of  Calamba.  His  first  patient  was  his  mother,  whose 
sight  was  restored  by  successful  cataract  surgery 

Jose  Rizal  is  the  national  hero  of  the  Philippines,  and  is 
loved,  respected  and  admired  to  an  extent  comparable  to 
George  Washington  and  Abraham  Lincoln  in  our  national 
heritage.  His  life  was  dedicated  to  rebellion  against  the 
Spanish,  who  ruled  his  homeland.  He  was  also  a  poet  and 
novelist.  He  organized  the  Filipino  League,  and  was  eventu- 
ally arrested  and  executed  for  conspiracy  against  Spain  at 
the  age  of  35.  Jose  Rizal  appears  on  numerous  stamps  from 
the  Philippines. 


David  W.  Sime  iai  left)  received  his 
BA  and  MD  tlegrees  from  Duke  Uni- 
versity. He  was  a  surgical  intern  at 
Duke  University  and  completed  his  res- 
idency in  ophthalmology  at  the  Bascom 
Ptilmer  Eye  Institute.  He  currently  prac- 
tices ophthalmology  in  Miami,  Florida. 
Sime  gave  up  professitMial  baseball  antl 
football  contracts  f(M-  his  inedicai  ciUi- 
catitMi.  He  later  became  "The  Workl's 
Fastest  Human."  In  l'-),~i(-»  Sime  set  fi\e 
wtKld's  records  in  track,  inclutling  the 
lOO-yard  dash,  which  he  ran  in  a  time 
of  9.3  seconds.  Sime  won  a  Silver  Medal 
at  the  Rome  Olympics  in  1*')6().  running 
the  lOO-meter  dash  in  10.2  seconds. 
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Thomas  Young  attended  the  Hunterian  School  of  Anatomy,  London,  St.  Bar- 
tholomew's Hospital  School  of  Medicine,  the  University  of  Edinburgh,  and  the 
University  of  Gottingen.  He  received  the  MB  and  MD  degrees  from  Cambridge 
University.  Young  made  many  brilliant  contributions  to  ophthalmology,  discovering 
astigmatism,  accommodation,  light  interference,  and  the  wave  nature  of  light.  He 
was  the  first  to  calculate  the  wavelengths  of  seven  colors,  and  he  developed  the 
concept  of  a  continuous  light  spectrum.  With  Von  Helmholtz,  he  proposed  the 
Trichrome  Theory  of  Color  Vision.  He  was  the  first  to  measure  visual  fields  and  the 
blind  spot;  and  he  provided  the  first  geometric  construction  of  refracted  rays,  and 
developed  equations  of  geometric  optics. 

Young  was  also  a  famous  linguist;  he  knew  12  languages  including  English, 
Greek,  Latin,  French,  Italian,  German,  Spanish,  Arabic,  Hebrew,  Syriac,  Persian 
and  Chaldee.  In  1814  (eight  years  before  Champollion),  Young  began  to  study  the 
texts  of  the  Rosetta  Stone,  and  he  provided  the  key  that  unlocked  the  secrets  of 
hieroglyphics— namely,  that  in  the  transliteration  of  non-Egyptian  names,  hiero- 
glyphic symbols  with  phonetic  values  were  used.  He  realized  that  the  demotic  texts 
were  a  mixture  of  symbolic  and  alphabetical  characters. 


A  NOVEL  BY  ROBIN  COOK 


Robin  Cook  received  a  BA  degree  from 
Wesleyan  University  and  his  MD  degree 
from  Columbia  University.  He  was  a 
surgical  intern  and  resident  at  Queen's 
Hospital  in  Honolulu,  Hawaii,  and  did 
his  residency  in  ophthalmology  at  the 
Massachusetts  Eye  and  Ear  Infirmary. 
He  was  an  instructor  in  ophthalmology 
at  HMS.  Robin  Cook  is  author  of  nu- 
merous popular  novels,  including  Year 
of  the  Intern,  Sphinx,  Brain,  Fever,  God 
Player  and  Mindbend.  He  is  probably 
best  known  for  Coma,  which  was  a 
huge  commercial  success,  both  as  a 
book  and  as  a  movie. 


Waiiam  C.  Hurd  received  his  BS  degree 
from  Notre  Dame  University  and  an 
MS  degree  from  the  Massachusetts 
Institute  of  Technology.  He  received 
the  MD  degree  from  Meharry  Medical 
College  and  was  an  intern  at  the  Uni- 
versity of  Tennessee.  He  did  his  resi- 
dency in  ophthalmology  at  the  University 
of  Tennessee  and  currently  practices  in 
Memphis.  Hurd  was  a  sprinter  who  set 
the  world's  indoor  track  record  in  the 
300-yard  dash,  in  a  time  of  29.8  seconds. 
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The  Travel  Program  Of 


Alumni  Flights  Abroad 


This  is  a  private  travel  program  especially  planned  for  the  alumni  of  Harvard,  Yale,  Princeton  and  certain  other 
distinguished  universities.  Designed  for  the  educated  and  intelligent  traveler,  it  is  specifically  planned  for  the  person 
who  might  normally  prefer  to  travel  independently,  visiting  distant  lands  and  regions  where  it  is  advantageous  to  travel 
as  a  group.  The  itineraries  follow  a  carefully  planned  pace  which  offers  a  more  comprehensive  and  rewarding  manner  of 
travel,  and  the  programs  include  great  civilizations,  beautiful  scenery  and  important  sights  in  diverse  and  interesting 
portions  of  the  world: 

TREASURES  OF  ANTIQUITY:  The  treasures  of  classical  antiquity  in  Greece  and  Asia  Minor  and  the  Aegean  Isles, 
from  the  actual  ruins  of  Troy  and  the  capital  of  the  Hittites  at  Hattusas  to  the  great  city-states  such  as  Athens  and  Sparta 
and  to  cities  conquered  by  Alexander  the  Great  (16  to  38  days).  VALLEY  OF  THE  NILE:  An  unusually  careful  survey 
of  ancient  Egypt  that  unfolds  the  art,  the  history  and  the  achievements  of  one  of  the  most  remarkable  civilizations  the 
world  has  ever  known  (19  days).  MEDITERRANEAN  ODYSSEY:  The  sites  of  antiquity  in  the  western  Mediterra- 
nean, from  Carthage  and  the  Roman  cities  of  North  Africa  to  the  surprising  ancient  Greek  ruins  on  the  island  of  Sicily, 
together  with  the  island  of  Malta  (23  days). 

EXPEDITION  TO  NEW  GUINEA:  The  primitive  stone-age  culture  of  Papu^-New  Guinea,  from  the  spectacular 
Highlands  to  the  tribes  of  the  Sepik  River  and  the  Karawari,  as  well  as  the  Baining  tribes  on  the  island  of  New  Britain 
(22  days).  The  SOUTH  PACIFIC:  a  magnificent  journey  through  the  "down  under"  world  of  New  Zealand  and 
Australia,  including  the  Southern  Alps,  the  New  Zealand  Fiords,  Tasmania,  the  Great  Barrier  Reef,  the  Australian  Out- 
back, and  a  host  of  other  sights.  28  days,  plus  optional  visits  to  South  Seas  islands  such  as  Fiji  and  Tahiti. 

INDIA,  CENTRAL  ASIA  AND  THE  HIMALAYAS:  The  romantic  world  of  the  Moghul  Empire  and  a  far-reaching 
group  of  sights,  ranging  from  the  Khyber  Pass  and  the  Taj  Mahal  to  lavish  forts  and  palaces  and  the  snow-capped 
Himalayas  of  Kashmir  and  Nepal  (26  or  31  days).  SOUTH  OF  BOMBAY:  The  unique  and  different  world  of  south 
India  and  Sri  Lanka  (Ceylon)  that  offers  ancient  civilizations  and  works  of  art,  palaces  and  celebrated  temples,  historic 
cities,  and  magnificent  beaches  and  lush  tropical  lagoons  and  canals  (23  or  31  days). 

THE  ORIENT:  The  serene  beauty  of  ancient  and  modern  Japan  explored  in  depth,  together  with  the  classic  sights  and 
civilizations  of  southeast  Asia  (30  days).  BEYOND  THE  JAVA  SEA:  A  different  perspective  of  Asia,  from  headhunter 
villages  in  the  jungle  of  Borneo  and  Batak  tribal  villages  in  Sumatra  to  the  ancient  civilizations  of  Ceylon  and  the 
thousand-year-old  temples  of  central  Java  (34  days). 

EAST  AFRICA  AND  THE  SEYCHELLES:  A  superb  program  of  safaris  in  the  great  wilderness  areas  of  Kenya  and  Tan- 
zania and  with  the  beautiful  scenery  and  unusual  birds  and  vegetation  of  the  islands  of  the  Seychelles  (14  to  32  days). 

DISCOVERIES  IN  THE  SOUTH:  An  unusual  program  that  offers  cruising  among  the  islands  of  the  Galapagos,  the 
jungle  of  the  Amazon,  and  astonishing  ancient  civilizations  of  the  Andes  and  the  southern  desert  of  Peru  (12  to  36  days), 
and  SOUTH  AMERICA,  which  covers  the  continent  from  the  ancient  sites  and  Spanish  colonial  cities  of  the  Andes  to 
Buenos  Aires,  the  spectacular  Iguassu  Falls,  Rio  de  Janeiro,  and  the  futuristic  city  of  Brasilia  (23  days). 

In  addition  to  these  far-reaching  surveys,  there  is  a  special  program  entitled  '  'EUROPE REVISITED,  ' '  which  is  design- 
ed to  offer  a  new  perspective  for  those  who  have  already  visited  Europe  in  the  past  and  who  are  already  familiar  with  the 
major  cities  such  as  London,  Paris  and  Rome.  Included  are  medieval  and  Roman  sites  and  the  civilizations,  cuisine  and 
vineyards  oi  BURGUNDY  AND  PROVENCE;  medieval  towns  and  cities,  ancient  abbeys  in  the  Pyrenees  and  the 
astonishing  prehistoric  cave  art  of  SOUTHWEST  FRANCE;  the  heritage  of  NORTHERN  ITALY,  with  Milan,  Lake 
Como,  Verona,  Mantua,  Vicenza,  the  villas  of  Palladio,  Padua,  Bologna,  Ravenna  and  Venice;  a  survey  of  the  works  of 
Rembrandt,  Rubens,  Van  Dyck,  Vermeer,  Brueghel  and  other  old  masters,  together  with  historic  towns  and  cities  in 
HOLLAND  AND  FLANDERS:  and  a  series  of  unusual  journeys  to  the  heritage  of  WALES,  SCOTLAND  AND 
ENGLAND. 

Prices  range  from  $2,225  to  $5,895.  Fully  descriptive  brochures  are  available,  giving  the  itineraries  in  complete  detail.  For 
further  information,  please  contact: 

Alumni  Flights  Abroad  ^ 

Department  HMS  39  * 

A.F.A.  Plaza  425  Cherry  Street 

Bedford  Hills,  NY  10507 
TOLL  FREE  1-800- AE4-8700 

N.Y.  State  (914)  241-0111 


